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What the Surgeon Must Expect of the General Practitioner 


EDWARD T. ABBOTT, D.O., F.A.C.OS. 


Professor of Surgery and Dean of the Graduate School, 
College of Osteopathic Physicians and Surgeons 
Senior Surgeon, Los Angeles County Osteopathic Hospital 


Blessed is the man who having nothing to say 
chstains from giving wordy evidence of the 
fact—George Eliot 


In the consideration of a practical application 
of the question of what the surgeon must expect 
from the general practitioner, we must in reality dis- 
cuss the relations between members of these two 
groups when working together in the interest of some 
fortunate or unfortunate individual, as the case may 
be. It would be impossible to cover this subject ade- 
quately, or even offer any worthwhile suggestion 
unless we define our terms. What one may think when 
the term “general practitioner” is mentioned would 
not of necessity coincide with what his neighbor 
thinks. This confusion is born partly of the variance 
in the statutes in different states. Also it is necessary 
that we know what is meant when we use the word 
“surgeon.” 


First, let us consider the general practitioner or 
osteopathic physician. For in our analysis of him, 
what he is and ought to be, we will find all of the 
evidence necessary pointing the way to what the sur- 
geon must expect from him. A better title for this 
paper would be “What the Patient Must Expect of 
the General Practitioner (or of His Doctor) and 
What the Patient Must Expect of the Surgeon.” I 
shall have principally in mind the patient, rather than 
the surgeon, for he actually is the employer. This is 
the legal view, although some surgeons seem to take 
a different attitude, and certainly some general prac- 
titioners do. 


In the consideration of a practical application of 
the principles of osteopathy in dealing with his clinical 
problems to the end that he will be sent to the surgeon 
only if the latter has something of value to offer, the 
patient should expect his physician to answer the fol- 
lowing questions, and in this sequence. 


(1) What derangement of the body machine 
made it possible for this particuiar individual to be- 
come susceptible to disease ? 


(2) What outside influence was it that made an 
attack on him at this particular time? 


(3) What is interfering with his natural healing 
Process and preventing him from making a full re- 
covery ? 

(+) What therapeutic measures based on the 
solution of one, two, and three, above, should be used 
in this particular clinical picture ? 


The members of the osteopathic profession, no 
matter what type of practice they are conducting, are 
the only ones practicing the healing art who can direct 
their therapeutic measures after considering these 
questions in their proper order and answering them. 


Los Angeles 


In other words they know, or should know, for what 
specific end treatment is to be given, and they know, 
or should know, what specific agents or means will 


accomplish these ends. The art of applying osteo- 
pathic manipulative treatment, as possessed by the 
average osteopathic physician, consists simply of the 
application of means of treatment to accomplish the 
ends of treatment. The osteopathic profession is one 
of the few professions the members of which do not 
appeal to authority, but rely on their knowledge of 
actual biological and physiological reactions in order 
that they may, within reason, determine what should 
be done in a given case. The natural response of the 
human body to the various causes of disease is one 
of the first considerations when attending the sick 
and afflicted. 


It is a matter of common knowledge that the 
average person remains well. Health, efficiency and 
fitness for service are the rule. Disease and unfitness 
are the exception. Why does the average person re- 
main well? What keeps him fit for work? Why does 
the average man or woman remain an economic unit 
of society when disease-producing agencies are every- 
where and at all times present? Climatic conditions 
and influences with which the body must maintain 
its adaptation are unceasingly changing. Disease-pro- 
ducing micro-organisms are always present, are al- 
ways at work, and can never be avoided. Poisons of 
various sources are universal in their distribution, and 
everyone is exposed to them. Unsuitable and con- 
taminative food, water and air are always with us. 
Work that is hard, and hours that are long, conditions 
and places of employment that are unhygienic, work 
a hardship upon millions of human beings. The ever- 
increasing call for reactions upon the part of our 
nervous system to the changes in the economic condi- 
tions of our civilization tends toward exhaustion. 


Yet, notwithstanding all these factors, the average 
individual remains well. He does this not because he 
successfully avoids all of the causes of disease and 
illness, but because he naturally resists them. From 
birth until death the living body is at all times exposed 
to the causes of disease found in its environment, and 
continued existence in a state of health implies a con- 
tinued resistance to each and every disease-producing 
factor. 

How does the living body resist disease? The 
natural agencies which surround it are classified into 
those which are necessary and beneficial to life, and 
those which are injurious to life—in other words, the 
extrinsic causes of health and the extrinsic causes of 
disease. The living body must, under penalty of 


death, take advantage of the beneficial and the neces- 
sary, and successfully resist the injurious and destruc- 
tive, i.e., it must at all times react in the manner which 
it should react in order to continue living, and from 
birth until death tends so to do. 
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As the osteopathic physician grows in his ex- 
perience he should become more and more impressed 
with the power of the body to ward off disease. His 
fear of all of those agencies which are commonly 
classified as the absolute causes of illness should be 
displaced by his confidence in the resisting powers of 
the living body. Realization of this fact brings us to 
the conclusion that continued resistance depends upon 
the normal working of all of the anatomical and physi- 
ological mechanisms of the body, and that so long as 
these units are normal in their physical being and 
in their physiological activity, and so long as, in the 
life-long battle for position within the body, each 
organ has maintained a healthy respect for the relative 
positions of all other organs, the living body in the 
average environment will remain well and sound. 

In solving the therapeutic problems of a sick in- 
dividual, the osteopathic physician in his examination 
of the patient before him, attempts to discover what 
is wrong with that particular body that caused it to 
fail in its adaptation and become ill, and thus ap- 
proaches his clinical problem from what we choose 
to term the “osteopathic viewpoint.” This causative 
factor in the production of disease we will term “in- 
trinsic” influence, or the “inviting” cause. The 
physician then turns his attention to the “extrinsic” 
thing which caused this particular disease. In other 
words, he begins to consider the second question 
hypothecated in the beginning of this discussion. All 
schools of therapy probably would be correct, or at 
least would agree, in their answers to this question. 
As an illustration, the Klebs-Loeffler bacillus is spe- 
cific for diphtheria, the tubercle bacillus for tubercu- 
losis, etc. However, according to our concept, disease 
does not arise from these causes, which we shall term 
the “extrinsic” or the “exciting” factors. Very few 
diseases could arise without the co-operation of the 
two factors—the intrinsic or inviting cause, and the 
extrinsic influence or the exciting cause. The former 
creates within the body the conditions under which 
the exciting factor can make a successful invasion— 
that is, live, multiply and grow. The exciting factor 
does not cause the individual to become ill, but only 
determines the type of disease he will have in the 
event he does become ill. 


Physicians of other than the osteopathic school 
first turn their attention to the exciting cause. The 
osteopathic physician thinks first of the inviting cause. 
It is altogether fit and proper that both causes 
should be considered, but in their proper sequence. 
Of the two, the answer to the first hypothetical ques- 
tion, “What derangement of this particular body is 
rendering it less capable than the average body to 
resist this particular exciting cause?’ is the more im- 
portant. The rationale of osteopathic therapeutics 
is based upon it more than upon any other factor. 
The osteopathic physician, of course, does not fail to 
consider the second question, but in elevating the in- 
viting cause to first place, and relegating the exciting 
to second place among the causative factors of the 
disease, he directs his primary efforts toward correct- 
ing the derangement of structure, correcting faulty 
physiology, and normalizing nervous processes, and di- 
rects his secondary efforts toward the destruction of 
the particular exciting agent involved. In other words, 
the treatment indicated to maintain normal resistance 
by removing the inviting cause should be given first 
consideration, and the treatment indicated for remov- 
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ing, altering, counteracting or destroying the exciting 
cause would be considered next. 

After considering these two questions, the osteo- 
pathic physician then turns his attention to the mechan- 
ism of recovery and repair, or the third hypothetical 
question. He considers how, and why, the body re- 
covers from diphtheria or other diseases in which 
bacteria and viruses are involved; how it rec vers 
from poisons ; how it recovers from fractures, fa! gue, 
exhaustion, burns, etc. There is developed in his 
mind a growing admiration for the power of n:\ural 
recovery as possessed by the average living body and 
as its greatness is fully realized he acquires a: en- 
thusiasm for osteopathy which should charac -rize 
the whole profession, and which does distinguish hose 
who have been in the field long enough to pw’ this 
concept into practice. 

In his consideration of the mechanism of 1 ‘ural 
recovery, the osteopathic physician is able to a: swer 
the third question: “What is it that is inter. ring 
with this individual’s natural healing processe- and 
preventing him from ‘making a full recovery?” For 
instance, the body recovers from diphtheria b. the 
elaboration, among other things, of antitoxin ‘nore 
or less specific for this disease. In the event « par- 
ticular patient showed evidence of an absolute {ilure 
to produce this in amounts sufficient at a time carly 
enough successfully to combat the disease, the «steo- 
pathic physician would add artificially produced anti- 
toxin to the other measures he would be using in 
handling this case, the principal one being manipu!ative 
therapy designed to assist not only the organs or parts 
directly involved, as is the throat in this instance, but 
also each organ not directly involved better to per- 
form its normal physiological function. 

Approaching all diseases, injuries and _ illnesses 
with which the human being might be afflicted and 
which are handled by the osteopathic physician in 
this particular manner, it is hard to see why any gen- 
eral practitioner should fail to classify his cases prop- 
erly and why he should bother the surgeon with a lot 
of unnecessary work. 

The next question I should like to discuss is: 
“What is meant by the term ‘surgeon’?” He is, | 
think, one who has chosen to limit his armamentarium 
of therapeutie measures to those involving the severing 
of human tissues, and those necessary to prepare the 
patient for this ordeal and for his proper aftercare 
to the end that he may again become an economic unit 
of society, or to bring about conditions under which 
the patient, with the aid of the general practitioner, 
may make as complete a recovery as possible under 
the given circumstances. This choice should be made 
only after he has been thoroughly trained in the care 
of the sick from the general practitioner’s viewpoint, 
and after due study, investigation, and practice in the 
technical skills involved. 


Students are frequently told that an individual 
afflicted with a fracture will not come to them as 
physicians because he has a broken tibia, but because 
he has a broken leg, it being understood that the leg, 
as an anatomical and physiological unit, has « few 
other tissues in it besides a bone, and that each ol 
the various body tissues represented in the leg has 4 
distinctive physiology. Various physiological re..ctions 
of the leg, and some of those of the body, ar built 
around cooperation and coordination of all the parts 
of the leg, to the end that proper function is mail 
tained with respect to the leg locally, and the rest 
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of the body in general. Any treatment of the broken 
pari must take into consideration the patient himself 
as a) entity, the leg itself as an anatomical and physi- 
ological unit, and last and least of all, the bone. Any 
treatment failing in this might give rise to a very 
goo! anatomical union of the fractured bone, and 
yet ‘cave the leg itself useless because of the loss of 
a joint or some other part which would prevent normal 
func'ion. Every physiological unit of the body, such 
as tve liver, uterus, or any given muscle has a dis- 
tinct\ve function which we term its physiology, and 
each of these units is capable of carrying on to a 
grea'er or less degree its own specific work inde- 
pendently. But the degree to which it can carry on, 
and the effect of its activity upon the organism as a 
whole, is in all instances at its maximum when there 
is proper coordination with the other physiological 
units making up the whole. 


\s an illustration, one muscle contracting alone 
does not produce quite the same action of a particular 
joint as does that same muscle when working in 
proper sequence and coordination with all of the 
muscles affecting the joint in question. The liver may 
carry on for a while without proper pancreatic and 
allied action but the effect upon the human organism 
is quite different when the interacting organs are 
functioning properly. 


The machinery of the human body starts out 
with a fair degree of normalcy, and under ordinary 
environmental influences maintains this throughout 
the evolutionary changes in mental, physical and physi- 
ological make-up necessitated by our development 
from infancy to the adult state in man’s particular 
environment. Every environmental alteration sets up 
a series of irritating stimuli to which the body must 
react. All of the diseases that are commonly handled 
by special procedures cause physical changes to be 
brought about in the body, whether the body makes 
a local recovery from the condition without the appli- 
cation of surgery or other special therapy, or whether 
such measures are used in removing, correcting or 
altering of the part affected. A new anatomical and 
histological arrangement sets up a series of irritating 
stimuli emanating from the particular part, to which 
the body must react by a process of adaptation and 
compensation. In all instances, the reactions to these 
changes are manifest in remote parts of the body, 
bringing about compensation for the loss of certain 
functions, and adaptation to new conditions. In 
nearly all instances these emanating stimuli affect 
all of the skeletal muscles. This causes back- 
ache, and aches and pains elsewhere which, in many 
instances, the patient attempts to relieve by assuming 
positions which are for the moment postures of ease. 
This creates abnormal strains on various joint mechan- 
isms and starts up a chain of added excessive stimuli, 
emanating from the synovial coverings, to which, in 
turn, the body must react. These reactions and 
counter-reactions constitute an almost endless chain, 
and any careful examination subsequent to surgery, 
for instance, may show up physical derangements 
which might render the individual susceptible to all 
sorts of diseases, which physical derangements were 
brought about by the fact that stimuli emanating from 
the surgical field traveled out over undirected paths 
and thus caused these defects. Proper follow-up ex- 
amination of the physical being of any patient who 

S had to submit to a surgical procedure should be 
made. in which examinations an effort should be made 
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to determine what directions physical adaptation is 
taking, and in all instances where these adaptations 
may result in harmful influences. Osteopathic manipu- 
lative treatment can be directed, mechanically to stim- 
ulate development or adaptation along proper lines, 
while. proper instruction to the patient may be given 
to the end that he will consciously direct nerve 
impulses over little-used paths in an effort to create 
and maintain proper muscle balance during this period 
of adaptation. 

For at least two years following a major surgical 
procedure the surgeon must expect the physician in 
charge of the case to be ever on the alert in looking 
for maladjustments and in properly directing treat- 
ment for the correction and prevention of further 
development of these conditions which will most as- 
suredly render the patient susceptible to disease. 

The general practitioner must recognize that the 
patient before him may become ill as a result of the 
application of a special surgical procedure, or that an 
additional diseased or pathological process may arise 
as a result of neglect or failure properly to apply 
careful study to the individual as a whole. Especially 
is this true in the stress of war or in’ postwar times 
when snap judgments are likely to prevail. 

Illness is a deviation from that state of health 
in which all the processes of living are performed 
without pain or discomfort, no particular pathological 
process being discernible. Diseases or pathological 
states, are only one element of illness, and do not con- 
stitute the sum total of the causes of disturbed func- 
tions. This is a fact which nearly all osteopathic 
physicians recognize, and is one very good justification 
for the general osteopathic treatment given by many 
practitioners in the care of patients, including those 
with and without recognizeable pathological processes. 
The surgeen would do well to recognize this and either 
attend to the necessities made evident by his findings, 
or cooperate with someone else in having it done. In 
many instances this point leads to trouble between 
the two physicians concerned in the care of a single 
case. This is because of a lack of mutual confidence, 
a thing which the doctors, and the patient, should 
overcome. 

Freedom from illness and resultant pathological 
changes depends upon the conditions under which a 
patient lives, as well as upon all other factors here- 
tofore considered. As a cause of indisposition, and 
in many instances disease, unfavorable living environ- 
ment and its resultant emotional disturbances is of 
more importance than structural defects, and whether 
we be general practitioners or whether we be sur- 
geons in the real osteopathic sense, we should give 
these things our careful attention. 

As surgeons and as general practitioners the 
members of the osteopathic profession have advanced 
a system made up of classified knowledge and organ- 
ized facts concerning the abnormalities of body struc-* 
ture and of body function, and the various influences, 
both intrinsic and extrinsic, causing them. The devel- 
opment of our system has depended upon the similarity 
of human beings whose bodies are for the most part 
alike in structure and function. They all react in gen- 
eral the same way. In the study of pharmacology we 
are taught the reactions of human protoplasm to a 
given drug, and because reactions in general are alike, 
this particular drug is used upon all alike. It is because 
we are alike in our needs, such as for warmth, food, 
shelter, etc., that a new factor discovered for the aid 
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of human beings which has been found beneficial to 
a few, is within limits applied to all. Discoveries, 
such as the sulfa drugs, penicillin, the Kenny treat- 
ment for anterior poliomyelitis, etc., ad infinitum, are 
claimed by so-called scientific medicine, and with the 
assistance of the radio this claim is being carried home 
to the lay mind. So today we find this concept of 
scientific medicine as something of the laboratory 
rather than of human beings dominating allopathic 
medical practice, and in far too many spots, the prac- 
tice of osteopathy as well. 

To standardize procedures, to improve on the 
methods of examination of patients, to make more 
accurate diagnoses of disease, to rationalize its treat- 
ment and to develop better methods for its prevention, 
all of which have been done very nicely to date by the 
surgical group, is a very good thing, and no effort 
should be spared to continue development along these 
lines. But what about humanity? 

The osteopathic physician as a general practi- 
tioner must stand as an intermediary between this 
ever-growing mass of miscalled scientific knowledge 
and the human race. The welfare of humanity depends 
upon a proper application of this knowledge such as 
cannot readily be made by the surgeon in the short 
time he is in contact with this patient. 


After making an adequate study of the patient 
before him, the general practitioner should be careful 
about absolute statements of diagnosis and exact pro- 
cedures to follow or to be followed by the surgeon, 
but should counsel with the patient concerning the 
advisability of consultation rather than about a specific 


surgical procedure. The surgeon in this case must ex- 
pect that all information relative to the case will be 


furnished. He will then be in a position to under- 
take an intelligent study without too much duplication, 
but it must be remembered that the fact that he is a 
surgeon signifies that he possesses knowledge and tech- 
nical skill beyond that possessed by the general prac- 
titioner, relating to certain aspects of the case and that 
he must be allowed to bring this to bear on the particu- 
lar problem under consideration. After he has reached 
his conclusion, then the proper procedure can be de- 
termined in consultation with the general practitioner, 
and discussed with the patient with no danger of em- 
barrassment. Imagine the embarrassment caused when 
a general practitioner uses all sorts of maneuvers to 
reduce a strangulated inguinal hernia and, failing, 
sends it to a surgeon, only to have the surgeon find 
that it is a hydrocele and has been made worse by 
the maneuvers. 
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During the time the patient is in the hospital, the 
surgeon should be in complete charge, or at least 
should have complete freedom of choice of measures 
to be used, the general practitioner acting only as his 
agent. This may be modified depending upon the in- 
dividual skills, but never for social or economic 
reasons. 


John Dewey* says: “Just in the degree in which 
a physician is an artist in his work, he uses his 
science, no matter how extensive and accurate to 
furnish him with the tools of inquiry into the indi- 
vidual case, and with methods of forecasting a me‘ hod 
of dealing with it. Just in the degree in which. no 
matter how great his learning, he subordinates the 
individual case to some classification of diseases and 
some generic rule of treatment, he sinks to the ‘evel 
of the routine mechanic. His intelligence and his 
action become rigid, dogmatic, instead of free and 
flexible.” 


How many of our surgeons fall into this | itter 
classification, and to what extent is this brought 
about by the general practitioner’s attitude teward any 
effort upon the part of the specialist to assist in any 
other way than that of a mere technician doing a 
classified bit of work, leaving to some one else a more 
adequate study of the case, which often means no 
study at all? 


Conditions most favorable to the study of disease 
tend to relegate illness to the background, or to leave it 
entirely out of consideration, to the end that the degree 
of human satisfaction in the practice of medicine as 
of a generation ago, passed away with the bowing 
out of the family doctor. The new generation of 
doctors does not as yet realize it, but the next one 
will, if not of its own accord then by influence of 
public opinion. In the place of this human satisfaction 
possessed by the old family physician, the modern 
generation possesses a scientific satisfaction which 
carries with it greater exactness and technical per- 
fection and a type of careful thinking that requires a 
repression of feeling. For the ultimate good, scien- 
tific satisfaction is of a higher order, but for the good 
of the individual patient, much would be gained if 
some of the human satisfaction of yesteryear could 
be restored to osteopathy by the general practitioner 
of today without sacrificing scientific attitude or tech- 
nical competence, which should be the attributes of 
every surgeon. 


400 Black Building 
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WHEN TO USE CLAMPS, WHEN SUTURES 


L. NAYLOR, D.O. 
Ravenna, Ohio 


Generally speaking, either clamps or sutures can be used 
in almost any part of the body, except where it is necessary 
But there are 
many places and times when one has an advantage over the 
other. 


to bury a suture, or in mucous membranes. 


In scalp wounds hemorrhage is very common and usually 
very marked. Most scalp lacerations, not more than 1% inches 
long, will heal much better if not sutured, because good 
drainage in these wounds is necessary. If it seems desirable 
to approximate the skin in a wound of this size and there 
is not much hair in the area, a small piece of adhesive tape 


cut in en hourglass shape can be used to draw the two edges 
together. 

If the laceration is long enough to need suturing or if tt 
is in an area where there is much tension it is best to use 
sutures, of the nonabsorbable type. 

Clamps are useful where there is not much tension, = :tures 
where the pull is greater, and in areas such as the scalp and 
face. Clamps are much easier to place and can be used to draw 
the edges of a wound together more quickly than sutures, bu! 
they do not stop hemorrhage, and cannot be buried in deep 
wounds. 
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Acute urinary retention is a physical calamity 
common to both sexes. While it may appear at any 
age and for any of a variety of reasons, this paper 
relates in the main to that type of vesical neck obstruc- 
tion which nature or a malignant providence imposes 
upon about one-fourth of our fathers and grandfathers 

* and occasionally without impressive preliminary 
warning. 


Though a therapeutic Utopia is not at hand it 
is indeed pleasant to record here some of the many 
mitigating contributions which the busy hands of 
science have provided for the management of this 
distressing condition since the turn of the century. 
Fifty years ago (and it had been true since man first 
began to record for posterity) the single instrument 
of the many which comprise our present-day arma- 
mentarium in the handling of this unwanted condition 
was the catheter. When properly used, and in con- 
junction with other measures, its value as a mechanism 
in relieving acute urinary retention is in most instances 
still unexcelled. 


Unlike many of the arts and sciences, the practice 
of medicine and surgery requires the application of 
the principle of individualization. For example, the 
science of chemistry and structural engineering are 
true sciences, i.e., unknown problems which fall within 
their respective domains may be solved with mathe- 
matical precision. In other words, by applying certain 
principles and rules the same experiment when re- 
peated by different investigators invariably yields the 
same result. 


Unfortunately, this is not true of the healing art 
nor does it seem likely that such precision and exact- 
ness can ever be more than partially attained. In 
almost every phase of medical practice the problems 
of how old the patient, how complicated the condition, 
how virulent the infection, and other variables must 
always be carefully weighed in rendering a prognosis. 


_ This is especially true of the subject under con- 
sideration. Once the diagnosis is established (most 
often by the patient) the question arises: What is 
the underlying pathema? Aside from the immediate 
urgency of the situation, which may be relieved by 
any of several different approaches, it is apparent that 
aS a prerequisite to intelligent treatment we must have 
at our fingertips the story of its origin and other 
pertinent factors relating thereto. Of greatest aid in 
attaining this end is a comprehensive history. In- 
evitably, it will provide clues which if correctly fol- 
lowed lead to a prompt identification of the exciting 
‘actor. Not infrequently the patient is disoriented and 
otherwise too sick to supply the information necessary 
to the establishment of a diagnosis. In such an 


imstance, relatives or others in attendance may be 
consulted, 


In pointing out the possibility that a patient suf- 


to the hospital in a state of coma, I do not wish to 


Hospital Management of Acute Urinary Retention Due 
to Vesical Neck Obstruction 


PHILIP A. WITT, D.O. 
Denver 


tering from acute retention is occasionally admitted. 


create the impression that too many will seek our help 
in this condition. 


Fortunately, the majority of such patients, and 
especially those below the seventh decade, will in all 
likelihood be quite easily managed if certain principles 
are followed. On the other hand, the management 
and fate of the elderly patient (perhaps moribund) in 
the seventh decade or beyond, may tax the skill of the 
physician to the utmost. It is for him ‘in particular 
that most of the following facts have been assembled. 

In passing I have had many uroseptic patients— 
disoriented and in coma for days at a time—who were 
finally and permanently relieved of their toxic and 
obstructive symptoms. Again and contrariwise, some 
of my patients with obstruction belonged to that select 
group referred to by Alcock’: “When. I had done 
1500 of these operations [transurethral prostatec- 
tomies], 88 patients had died but during that period 
1 had had 129 deaths among patients who had not been 
operated on.”* 


From this quotation, two fine lessons may be 
drawn: (1) Even so skilled a surgeon as Alcock 
cannot successfully overcome or otherwise neutralize 
advanced complications and (2) training and ex- 
perience enable the surgeon to recognize those cases 
which have already crossed the borderline. Browne 
states: “The aged prostatic who becomes a case of 
acute retention already has two strikes on him.” 

Broadly speaking, vesical neck obstruction eventu- 
ating in acute retention is a condition resulting from 
one of two causes, (1) mechanical, (2) neurogenic. 
Each of these divisions must be further fractioned for 
therapeutic reasons. 


According to Eisendrath and Rolnick*, “It is not 
important in the management of acute retention due 
to vesical neck obstruction to differentiate whether the 
retention is due to prostatic hypertrophy, contracture 
of the vesical outlet or median bar formation since 
the changes, both in the upper and lower urinary 
tracts which result from such an obstruction differ only 
in degree.” 

This statement is subject to challenge, since “con- 
tracture of the vesical outlet or median bar formation” 
almost never requires a preliminary cystostomy for 
cure. Moreover, where catheterization is possible 
the surgical opening of the bladder is distinctly contra- 
indicated. 

Rolnick’s*® classification of the various causes of 
vesical neck retention follows: : 

1. Prostatic sources 

(a) Calculi compressing the urethra 

(b) Prostatic hypertrophy (hyperplasia or 
adenoma formation) 

(c) Carcinoma and sarcoma of the prostate 

(d) Acute and chronic prostatitis 


"Italics mine. 
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2. Changes at or close to the vesical neck 

(a) Contracture of the vesical outlet 

(b) Median bar formation 
3. Vesical conditions 

(a) Tumors arising from the bladder wall 

or invading it from adjacent structures 

(b) Calculi impacted in the vesical outlet 

(c) Large diverticula occluding vesical 

outlet 

(d) Hypertrophy of the trigone or of the 

interureteric ligament 

(e) Neurogenic conditions of central origin 

(f) Atony of the detrusor muscle, e.g., 

senile atony, etc. 

From a study of the foregoing classification, it 
seems clear that it is illogical to attempt to relieve 
the various types of acute retention with identical 
measures. For example, if the acute retention is due 
to a bladder calculus of sufficient size to preclude its 
removal with a lithotrite, such a retention should by 
all means be relieved by performing the operation of 
cystostomy. 

On the contrary, acute retention of neurogenic 
origin and many others may be relieved either by 
employing an inlying catheter or by interval cath- 
eterization, since open surgery is not essential or a 
prerequisite to the production of a clinical cure. 

In connection with the statement relating to the 
necessity for individualization, the following factors 
over and above the patient’s inability to evacuate the 
bladder should be carefully evaluated: 

1. Age of the patient 

2. State of hydration 

3. Nutritional status 

4. Concomitant pathology 

That the systemic effects of acute urinary re- 
tention due to vesical neck obstruction are identical 
is a fact known to all. Because of the patient’s in- 
ability to expel the urine from his bladder, back 
pressure is imposed upon the kidneys which may 
seriously interfere with their function. The kidneys 
eliminate on an average of about 35 grams of waste 
material each 24 hours. When faced with an acute 
retention, they are automatically deprived of their 
opportunity to perform this function. When re- 
tention is long sustained, practically every other im- 
portant organ of the body partakes in the derange- 
ment, especially the cardiovascular system. 

The kidneys are extremely resilient organs. It 
has been estimated by many authorities that on the 
average each individual is supplied with at least six 
times as much kidney tissue as is necessary to sustain 
life. Instances have been reported wherein the patient 
was maintaining good health with only one half of 
one kidney. Once the obstruction is relieved and proper 
supportive measures applied such as providing fluid, 
and other indicated measures, they respond quite 
rapidly. Surprisingly—the patient’s age is not a reli- 
able prognostic yardstick regarding the degree of 
recovery of which the kidneys are capable. 

Complications —Acute urinary retention which 
is the result of a long-standing partial obstruction 
imposes a substantial and in many instances an 
insupportable handicap upon an already damaged 
cardiovascular system and other important organs. 

Brumm and Willius* analyzed 257 cases of coro- 
nary disease at the Mayo Clinic which had conditions 
requiring surgery. Six were subjected to the operation 
of suprapubic cystostomy. One died of coronary 
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thrombosis verified by postmortem examination, 3 
days later. As against this rather high mortality rate 
for cystostomy the authors point out that in 63 pa- 
tients who had a similar condition, i. ¢€., coronary 
disease, and who required transurethral prostateciomy 
there were no cardiac deaths. : 

The degree and type of infection (urose)sis) 
should be determined. According to Ritter and 
Kramer,‘ the following are the different types «' or- 
ganisms which they cultured from the urine 0: 13] 
patients suffering from acute retention due to \ «sical 
neck obstruction: (1) streptococcus alpha, (2) ~‘rep- 
tococcus hemolyticus, (3) streptococcus non-hen !yti- 
cus, (4) streptococcus viridans, (5) staphyloc ccus 
albus, (6) staphylococcus aureus, (7) gram pv -itive 
diplococci, (8) gram positive micrococcus, (9) |. coli 
acidi lactici, (10) B. coli communis, (11) diphthe ids, 
(12) negative. 

Keane® in analyzing 273 cases of acute ret: ::tion 
found, among others, the following complica’ ons: 
arteriosclerosis, heart disease, pyohydronephrosi._ hy- 
dronephrosis, vesical calculi, urethral strictures, |: per- 
tension, bronchitis, anemia, pyelonephritis, c!:ronic 
myocarditis, arthritis, hydrocele, hernia, asthma. phi- 
mosis, vesical diverticula, diabetes, epididy :nitis, 
hematuria, prostatic hemorrhage, and hemorrhagic 
cystitis. 

Preliminary Examination.—Since complications 
are an expected finding in the elderly prostatic 
patient, the necessity for an accurate identification 
of the underlying pathema together with con- 
comitants is clear. Obviously the wrong foot forward 
at this point supplies the “third strike.” 

While preparations are going forward with an 
eye toward relieving the subject of his retention and 
without occasioning additional delay, the following 
information may be gathered while the patient is being 
put to bed: 

1. General condition of the patient, inspection of 
the tongue, evaluation of the mental state. A tactile 
examination of the skin will be helpful in determining 
the degree of sepsis and the state of hydration. The 
presence or absence of nausea and vomiting will have 
meaning. 

2. Examination of the abdomen. This should be 
done routinely in order to determine the approximate 
size, height, and distention of the bladder. 

3. A stethoscopic search for the presence or ab 
sence of cardiovascular disease. The blood pressure 
should also be taken and recorded. 

4. Examination of the central nervous system. 
This should include the condition of the pupils and 
reflexes. It is to be remembered that a central nervous 
system disease and a true hypertrophy of the prostate 
may coexist in the same patient. Inspect the toes o! 
the patient’s shoes for excessive wear. A_ positive 
finding will suggest a neurogenic background. There 
are at least a dozen diseases of the central nervous 
system capable of initiating an acute retention 0! 
urine. Tabes, however, is the chief offender. 

Methods of Approach—Having evaluate the 
above information plus the case history, the seleciion 0! 
a method of relieving the retention is in order. In 
choosing a method of drainage, (a) interittent 
catheterization, (b) indwelling catheter, (c) panendo 
scope or urethroscope, (d) cystostomy, (¢) cyst 
puncture, (f) vaginal cystostomy, it is well +) have 
in mind the probable length of time for which it will 


(8) 

166 
a 
sl 
t 
( 
al 
sl 
in 
ti 
th 
at 
lt 
| de 
pe 

ing 
ma 
is 
ter 
acc 
| hir 
les 
cor 
per 
lea: 
we 
ins' 
the 
mo: 
dev 
whi 
whi 
car 
diffi 
use 
in 
pro: 
prey 
reli¢ 
alm 
plea 
cons 
of 1 
shor 
neck 
| at th 
patie 
| und 
whil 
by T 


Surg. Vol. 5, No. 1 
December, 1945 


be required. For example, if the condition be that of 
a senile prostatic hypertrophy wherein the patient will 
shortly be subjected to surgery, the type of drainage 
to be supplied will usually be one of the urethral 
(intermittent or continuous) varieties. Here the vari- 
able- of age, concomitant disease, and the type of 
surg:ry which will finally be employed weigh heavily 
in the selection. In the absence of certain complica- 
tions which preclude its employment, the catheter in 
the opinion of most urologists will be found to be 
adequate and most desirable in 95 per cent of patients. 
In this opinion I heartily concur. 

aving assured ourselves that the nurse or or- 
derly has adequately cleansed the parts and draped the 
patient aseptically, catheterization proceeds as follows: 

linimum armamentarium : 
1. Hyams clamp 
. Anesthesin jelly or equivalent 
. Soft rubber catheters with Coudeé tip 
. Woven silk catheters with Coudé curve 
. Inlying catheters (Foley, Owens, Emmett, 
and others) 
Metal catheters 
. Panendoscope 
. Ellik evacuator 
. Filiforms with LeForte or Phillips fol- 
lowers 
10. An assortment of B-D asepto syringes 

The initial choice of a catheter should be a soft 
rubber variety with Coudé tip. The operator, stand- 
ing on the left side of the patient, carries out the 
maneuver as rapidly as circumstances will permit. It 
is well to remember that the patient will, without ma- 
terial damage, stand some trauma if we rapidly 
accomplish that which we set out to do, viz., relieve 
him of his retention. We cannot, however, jab aim- 
lessly about and then finally fail without inviting dire 
consequences. It is my belief that with sufficient ex- 
perience it is possible, barring strictures, to enter at 
least 98 per cent of obstructed bladders transurethrally 
ina matter of seconds. To accomplish this objective 
we must have instantly available the various types of 
instruments enumerated above, and sterile. In stressing 
the point of sterility, it is well to bear in mind that 
most of these patients have infected bladders but have 
developed some immunity to the particular organisms 
which they harbor. They do not enjoy any immunity 
whatsoever to infection which may inadvertently or 
carelessly be transplanted. 

Assuming that catheterization has not been too 
difficult, Middleton® warns against the indiscriminate 
use of the inlying catheter: “Few therapeutic measures 
in urology are more [unquestioningly] accepted by the 
profession than the urethral retention catheter in the 
preparation of patients for surgery directed to the 
relief of prostatic obstruction. Notwithstanding this 
almost universal approbation, it is my purpose to 
plead, on grounds of personal experience and what I 
consider sound logical considerations, for the abolition 
ot this time-honored device. Following even a 
short period of such continuous drainage, the vesical 
neck is uniformly engorged and edematous.” 

A purulent exudate exudes around the catheter 
at the meatus—the bladder is invariably inflamed. The 
patient has cystourethritis. A method of achieving the 
undoubted benefits obtained with the retention catheter 
while avoiding its iniquitous results has been found 
Y resorting to interval catheterization. 
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“Patients are not disturbed for catheterization 
during the customary hours of sleep but are relieved 
if they are awake and are uncomfortable.” 


At regular intervals a male nurse or specially 
trained orderly slips in a catheter and empties the 
bladder and immediately withdraws it. A “no touch” 
technic is employed in which a sterile catheter is 
grasped by a sterile hemostat 3 or 4 inches from 
its tip. After the meatus has been cleansed with 
some antiseptic, the catheter is introduced with the 
hemostat. It is unnecessary to scrub the hands, though 
Middleton does require the orderly or male nurse to 
wash before each catheterization. 

“Purulent urethritis in the prostatic patient be- 
comes nothing but a memory. Patients are decidedly 
more comfortable. Since they are not tethered by 
tubing, physical activity remains unimpaired.” 


I have found that in the majority of cases this 
technic is greatly superior to the inlying catheter. In 
those instances, however, where it is absolutely neces- 
sary to employ the indwelling catheter (excessive 
bleeding, etc.) it should be removed each 72 hours for 
resterilization. 


The amount of trauma which successive and re- 
peated catheterizations entail must be considered 
minimal. All of us have encountered the aged pros- 
tatic patient who has employed the urethral catheter 
for years under conditions “not too clean,” and in 
spite of this fact, the bladder is found to be in better 
condition than in those patients who have worn a 
urethral catheter for only a few days. 


A few years ago I had under my supervision a 
91 year old physician who had not urinated voluntarily 
for 30 years. | was called on the case only after 
hematuria did not respond to self treatment. This 
physician had catheterized himself three times daily 
for 30 years and had never missed a day in his office. 

In cases wherein interval catheterization is not 
well borne and repeated introductions occasion exces- 
sive bleeding, the inlying catheter (Foley, Owens, 
Emmett and others) must be considered. Its use is 
also indicated in instances where short interval flush- 
ings of the bladder are necessary to control bleeding 
and for the introduction of antiseptic fluids to control 
infection. It achieves its greatest good when used with 
the closed irrigating system as perfected by Nesbit’ 
and others. It is constructed as follows: A Bellevue 
flask is suspended to a bedside standard approximately 
2 feet above the level of the patient’s abdomen. To 
this flask is attached a rubber connecting hose of large 
caliber and sufficient length so that it will reach an 
arm of a glass “Y” at bed level without tension. The 
long stem of this “Y” is inserted into the inlying 
catheter. To the other arm of the “Y” is attached 
another hose of the same caliber and of sufficient 
length to reach to the bottom of the jar which rests 
on the floor at the patient’s bedside. This apparatus 
must be sterile also. (It is usually wrapped in a sheet 
and sterilized in the autoclave.) Before the “Y” is 
attached to the catheter, the patient’s bladder is filled 
with some antiseptic solution. The flask is now filled 
with the same solution (e. g., 1:4000 acriftavine). 

The catheter is clamped between the “Y” and the 
meatus. Some of the solution is allowed to run out 
of the flask into the bell jar on the floor. This will 
force most of the air out of the system. If this pre- 
caution is omitted, we may force a large column of 
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air into the patient’s bladder which will cause con- 
siderable discomfort. Once we have the system clear 
of air we explain to the nurse in attendance that the 
Bellevue flask must never be permitted to run dry, 
otherwise air will surely gain access to the patient’s 
bladder. 


In evaluating intake and output of fluid, that used 
in the irrigator will, of course, have to be subtracted. 


When changing the filled bell jar which rests on 
the floor at the patient’s bedside, the nursing personnel 
must be impressed with a fact of great importance. 
It is mot permissible to allow the escape hose to come 
in contact with the floor, thus contaminating it. Long 
ago it was shown by Bumpus* that infection will travel 
up the length of the hose and into the patient’s bladder 
within a period of 48 hours. As a_ bacteriostatic 
solution for flushing purposes, Nesbit’ advocates 
the use of 0.25 to 0.50 per cent acetic acid in sterile 
water where the bladder is grossly infected. I have 
found it useful but slightly irritating when used in 
certain bladders. 

In passing it strikes me that Pelouze’s® observa- 
tion concerning the value of many of the popular 
urinary antiseptics applies with equal force to those 
employed in solution. He states, “We colored up 
underwear with such things as pyridium, serenium, 
malophene, picochrome, mercurochrome . . . while 
the urinary bacteria chortled with glee and the pa- 
tient got what mental comfort he could from the 
rainbow tints of the urine he passed. It was a spectral 
experience that should make many ‘investigators’ 
blush and that we should try never to forget.” 

In certain instances and in the absence of stric- 
tures and other deformities (mostly because of pros- 
tatic overgrowth or vesical neck contracture), it will 
be found by many to be impossible to install a catheter 
via the urethra. In such instances I have recourse 
to the metal catheter. I am aware that this instrument 
is condemned by many and I believe unjustly so. In 
a size 24 or 26 F. the likelihood of a false passage is 
extremely remote, particularly so if we are able to 
use a sound correctly and skillfully. One who is not 
familiar with the sound—and many are not—should 
shun the metal catheter. 


While on the subject: According to my experi- 
ence, the sound and its uses are poorly understood 
by the general practitioner. Unfortunately, and very 
probably because it is such a simple looking instru- 
ment, many attempt to use it on their patients in tiny 
sizes (14 to 20 F.); result: a false passage. Upon 
discovering what has taken place, specialists sometimes 
pull out the rest of their hair. We must never use 
an unguided sound smaller than a 24 F. if any degree 
of force is likely to be required for its introduction. 

May I suggest the following procedure? Let one 
who has never employed the instrument and feels 
compelled to do so as a beginner, for his first patient 
try it on himself, after having lubricated it well. 
Before undertaking this self-exploration, let him read 
some standard textbook regarding the technic. It is 
quite unlikely that he will hurt himself much. He 
will, however, learn a great deal. 

Assuming that you are accustomed to using the 
sound, the next time you find occasion to do so upon 
some husky young subject, pass it while standing on 
his left side, with the patient, of course, supine 
upon the table. When the shaft of the sound has 
reached the perpendicular, find some excuse for in- 


9 


Journal A.O.A. 
ol. 45, No. 4 


serting the first finger of the left hand into his rectus. 
Now lift the sound in this position up and down and 
at the same time palpate with the rectal finger. The 
repetition of this experiment will teach you more than 
many books regarding the location of the prostatic 
urethra and its proximity to the rectum. As a point 
of beginning and as a safety measure, the next time 
you have an occasion to install a catheter in a for) al 
bladder, you can also palpate this instrument via the 
rectum to advantage. The repetition of these ma u- 
vers with the sound or the catheter (in the normal 
bladder) will impart to your finger depth perception, 
an invaluable accessory sense in estimating the ~ ze 
of a hypertrophied prostate and how to differen ite 
it from other vesical neck obstructions. 


Within a few minutes of the time I have se) out 
to catheterize a patient I will have discovered | |) 
whether it is possible to use interval catheteriza‘ion, 
(2) the advisability of employing an indwelling ci 


ter, (3) having failed in either of the two above 1). .s- 
ures, am I able to pass a metal catheter? Assur: ng 
that for any reason I am unable to enter the bla: ier 


with a metal catheter and still feel that transure!|:ral 
drainage is desirable because of systemic comy)''ca- 
tions, recourse to the panendoscope is in or ler. 
With the index finger of the left hand in the recium 
(the patient is in surgery, aseptically draped, serul 
and anesthetized either locally or otherwise), 1 is 
my belief that with adequate experience it is possible 
to enter all obstructed bladders safely, traversing 
either the entire urethra or, in the event the instrument 
is too short, by button-holing the bulb and causing 
the instrument to enter the bladder through this in- 
cision. I well realize this assertion may be questioned, 
nonetheless such is my conviction after many years of 
experience. 


Where hemorrhage is a problem, the use of the 
panendoscope may be further enhanced by an ['llik 
evacuator together with digestants and solvents for 
the dissolution of clots. Such solutions are (1) sodium 
citrate, 10 per cent, (2) hydrogen peroxide, 5 to 10 
per cent, (3) and best of all—some of the digestants. 
An example is to be found in caroid powder. \ 15 
per cent solution of this drug introduced throug! the 
panendoscope will quickly digest clots, permitting 
their rapid evacuation, 


Still another use for the panendoscope: .\fter 
the bladder has been cleared of clots, if bleeding still 
continues the instrument can be equipped with a high- 
frequency coagulating electrode and fulguration of the 
bleeding points carried out. It is, of course, under- 
stood that all patients with acute retention in whom 
the complication of hemorrhage is present shall be 
given the advantage of one or several of the excellent 
blood coagulants which are now available. An example 
of this type is to be found in vitamin K. On several 
occasions I have found moccasin venom to be useful. 
In cases where excessive hemorrhage has taken place, 
recourse to transfusion, plasma solution, and -=aline 
is imperative. 

In passing may I remind you that the pain which 
accompanies acute retention is poorly borne by the 
elderly patient. It unquestionably adds to such shock 
as may have been sustained incident to the on-ct ol 
the condition, together with the lapse of time bctore 
relief is sought. Here is a place where narcotics are 
extremely, useful when used intelligently anc with 
caution. 
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In spite of the greater attendant mortality, the 
operation of cystostomy must at times be undertaken. 
Indications for its employment are: (1) inability to 
catheterize the patient, (2) the presence of calculi of 
a -ize Which precludes the use of the lithotrite, (3) 
cal.uli incarcerated in a diverticulum, (4) certain 
types of malignancies. 

Hance’® warns as follows concerning the opera- 
tion. “In an analysis of suprapubic cystostomies that 
[ have performed during the past 20 years, I 
ha\e become increasingly impressed with the fact that 
the mortality rate from this operation has been out 
of «ll proportion to the magnitude of the procedure.” 


Rolnick and Riskind't commenting upon mortality 
in \wo-stage suprapubic prostatectomies undertaken at 
Cook County Hospital for the 5 years ending in 
1935 stated that practically 50 per cent of the patients 
had died, many of them a short time following cystos- 
tomy, and before the second stage operation was 
undertaken. 


In contradistinction to the above statement, Laza- 
rus“ pictures the situation in this fashion, “[The dis- 
advantages of the inlying catheter] are completely 
obviated when a tube is introduced into the bladder 
through a suprapubic opening. The procedure is sim- 
ple, and when properly performed, safe.” 

Still another indication for suprapubic cystostomy 
is massive hemorrhage which outruns the size of the 
catheter which can be introduced. If we have suc- 
ceeded in installing a good-sized inlying catheter and 
are unable to keep it open because of clots, cystostomy 
is not only justified but imperative if uremia and 
sepsis are to be avoided. 

Having decided upon a method of emptying the 
bladder, the question of whether or not to employ 
decompression presents itself. If no more than 800 
ce. of urine is present in the bladder, most urologists 
believe that decompression may be dispensed with. 
If more than this amount of fluid is present, Rolnick 
and Riskind"™ believe it is safest to allow the urine to 
escape gradually so that the kidneys may adjust them- 
selves to the sudden release of back pressure. They 
accomplish this by applying an artery forceps to the 
tubing attached to the catheter. Every half hour 2 
ounces of urine are permitted to escape. Since on the 
average each kidney excretes about an ounce of urine 
every hour, within a few hours the bladder will be 
emptying itself completely. 

Cystopuncture.—There are a good many varieties 
of bladder trocars on the market. They are used in 
this fashion: Having prepared the skin above the 
symphysis and the immediate neighborhood as_ for 
surgery and making sure that the bladder is well dis- 
tended with fluid, an area the size of a_ half-dollar 
exactly two fingers’ breadth above the symphysis and 
in the midline is anesthetized with novocain. An 
incision slightly more than the diameter of the trocar 
is made in the midline. With the instrument aimed 
about 15 degrees caudally, the bladder is entered with 
a sharp thrust. There is little danger of entering the 
peritoneal cavity if the bladder is well distended. As 
far as I am concerned, this is decidedly an unsurgical 
maneuver and in the presence of a thin walled diver- 
ticulum is not without danger, since its rupture could 
be effected in this manner. Dodson" finds many indi- 
cations for this procedure. 


In unskilled hands and as a substitute for the 
trocar, I would suggest for the urgent case the use 
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of a No. 15 or 16 spinal needle using the same technic 

as just described for the trocar. The immediate dis- 
tress of the patient incident to his distention can be 
safely relieved until expert help arrives. 

The operation of cystostomy will not be described 
since almost any textbook, old or new, will present it 
adequately. As a matter of additional safety for the 
aged patient with retention, the operation should be 
performed under local anesthetic or a very low spinal. 
The largest sized de Pezzer catheter that can be found 
is installed, preferably a 36 to 40 F. These larger 
sizes are excellent insurance against a night SOS from 
the hospital to re-establish patency. 

I have had no experience with the operation of 
vaginal cystostomy and therefore do not feel compe- 
tent to discuss it. Dodson*® states that if the incision 
is made through healthy tissue there need be no fear 
of a permanent fistula. From the standpoint of logic, 
I can see no indication for its use where other meas- 
ures would serve with equal or greater satisfaction. 

Additional Examination and Therapy.—Having 
effected satisfactory bladder drainage, we now enter 
upon the more critical stages of the management of 
the elderly patient with retention. Our decisions rela- 
tive to immediate therapy of the case may well deter- 
mine its outcome. 

Of considerable importance is the patient’s bed 
comfort. Chilling must be avoided. On the other 
hand, the patient must not be weighted down with 
extra covers and hot water bottles. Maddock and 
Coller* have clearly demonstrated the iniquities of 
the so-called “ether bed” treatment. Most patients 
with acute retention are dehydrated and have a gen- 
erally disturbed metabolism. If the patient has in- 
creased temperature and diaphoresis, we will add 
materially to his dehydrated state and make him a 
good deal sicker if we swamp him with covers. Con- 
versely, if the patient is chilling, which is not at all 
unusual if the time required to relieve his retention 
has been unnecessarily prolonged, additional warmth 
must be supplied until chilling has ceased. 

Having provided for comfort, we now have time 
to gather some additional information. 

1. A specimen of urine to the laboratory for 
albumin, sugar, casts, pus, blood, and bacterial 
content. 

. Specimens of blood for (a) a Kahn test, (b) 
urea-nitrogen, and (c) creatinine estimation, 
and (if the case seems to indicate it), (d) 
CO, combining power. 

3. If you have not already done so and there are 
no contraindications, palpate the prostatic area. 
Learn to do this with the left hand on the 
symphysis. It is surprising how often the 
examiner miscalculates the size of a hyper- 
trophy as the result of his having felt the cleft 
in the symphysis. Remember in palpating this 
gland you are pushing it against the posterior 
aspect of the symphysis. General surgeons of 
great ability frequently make the mistake of 
rendering a diagnosis of prostatic hypertrophy 
where none exists because they sometimes for- 
get this very elementary fact. Instead, the 
retention is due to contracture of the vesical 
outlet, median bar formation, congestive heart 
failure, or perhaps, diabetes. These last two 
conditions are thoroughly capable of producing 
complete urinary retention because of the 
edema which exists at the vesical outlet. This 
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is a good time to establish a tentative diagnosis 
of the underlying pathology. A little later on 
after you have had time to complete and cor- 
relate the findings of the x-ray and laboratory 
it will be interesting to compare it with your 
final diagnosis. 

4. If possible, inquire into the fluid intake and 
output of the preceding 24 hours and ascertain 
the status of nocturia, dysuria, frequency, etc. 

5. As soon as the patient’s condition permits, 
arrange for cystograms and other x-ray studies 
which your findings may suggest. An electro- 
cardiogram is nearly always indicated. 


Water and Salt Metabolism.—While every phase 
and step in the management of the patient with acute 
retention is important, the study of and provision for 
the withholding and supplying of electrolytes and 
water are of transcendent importance. (This statement 
applies with equal force to every type of sick surgical 
patient and a host of the medical ones as well.) Prac- 


concerning this very basic physiological problem has 
been accumulated within the past 20 years. The 
surgeon who possesses and applies this knowledge 
even moderately well and is reasonably skillful other- 
wise will save the lives of a good many more of his 
borderline cases than will the one who trusts to luck. 


In pointing out the importance of the subject, 
I heartily agree with the statement made by Standard’ 
“We now have systems of medicine with gross divi- 
sions . . . each system being treated as an entity in 
itself. . . . Medical school curricula have changed to 
meet these new advances. There was a time when a 
student was taught the detailed symptoms of a disease 
which he then had to label. His excellence as a student 
was then measured by the number of such labels he 
could conjure up out of his memory. Today we stress 
the underlying physiological derangements responsible 
for the symptoms seen in the disease. The student 
thus becomes rich in principles rather than in facts. 
... He learns to group together a number of clinically 
unrelated diseases in each of which water derange- 
ment plays a significant or critical role. Clinically 
there is no apparent similarity between a patient suf- 
fering from a ruptured ectopic pregnancy and one 
with acute intestinal obstruction, or a patient in dia- 
betic coma. Yet in each there has been a loss of body 
fluid, the replacement of which may play the deter- 
mining factor in recovery.” 

Roughly, 70 per cent of the body is fluid. This 
sum is distributed in three large reservoirs, 5 per 
cent representing blood plasma, 15 per cent inter- 
stitial fluid (extracellular) and the remaining 50 per 
cent intracellular fluid. Rubhner, quoted by Coller,"® 
has demonstrated that a starving animal can lose prac- 
tically all of its glycogen and fat, and half of its body 
protein to approximately 40 per cent of its body 
weight and still live, whereas the loss of scarcely 10 
per cent of its water content results in serious conse- 
quences, and a loss of about 20 per cent results in 
death. 


It is extremely important in the aged patient with 
retention to determine the degree of dehydration. If 
the condition is well established, and even a moderate 
increase of temperature is present, the chances are 
excellent that the patient will be disoriented and there- 
fore unable to give any information relative to his 
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intake and output of the preceding 24 hours. ‘The 
signs of this state are, however, classical. The skin 
is dry and inelastic, the eyeballs depressed, the |ips 
shrunken, the teeth lusterless, the tongue patchy, 
brown and furrowed. The discovery of such a coidi- 
tion demands the prompt and energetic administra ion 
of appropriate fluids. 

Despite the fact that countless researchers | ave 
adequately presented this subject many, many tes 
in the medical journals within the past few years, my 
observations lead me to believe that a review of the 
basic factors concerned therein is in order and jar 
ticularly so as it relates to the elderly patient » ith 
retention. According to the information possesse:' by 
the physician in charge, the patient may drown or (Ir) 
up, and in direct proportion to the amount of sod um 
chloride given or withheld. 

Standard’® names four irreversible avenues for 
fluid loss: (1) the gastrointestinal tract, (2) evay)0ra- 
tion by way of the lungs, (3) insensible perspir::ion 
and sweating by way of the skin, (4) and elabors'ion 
of urine by way of the kidneys. 

“The intake is supplied by ingestion and li- 
mentary absorption. A second source of fluid is ‘hat 
produced by the oxidation of hydrogen within the 
body. This water of oxidation differs for each ‘ype 
of tood metabolized. The oxidation of one gran) of 
protein yields 0.4 gm. of water, of carbohydrate 0.6 
gm. ... of fat 1.07 gm. of water. It happens that 
oxidation produces water nearly in proportion to the 
calorific value; it yields from 10 to 15 gm. of water 
per 100 calories. Thus on an average 2500 to 3000 
calorie daily diet, the water of oxidation would con- 
tribute from 250 to 450 gm. of water a day. Although 
not a large amount, it becomes important in starvation 
such as occurs postoperatively and should be taken 
into account in replacement therapy.” 

Such a condition may occur also in advanced 
cases of obstruction. 

“Urinary excretion amounts to approximately | 
cc. of water a minute or a total of some 1500 ce. daily. 
The minimum fluid requirement by the kidney for 
adequate excretory function is determined by its ceil- 
ing of concentrating power. . Volume output is 
no index of adequate excretory function. Thirty-five 
grams of waste*product are brought daily to the kidney 
for excretion. A normal kidney which can concentrate 
to a specific gravity of 1.030 to 1.035 requires a mini- 
mum of 600 cc. of finished urine a day for adequate 
function. Alteration of the acid-base balance |com- 
monly designated as the pH 7.4]* may occur, and 
blood retention of waste products does occur when 
the urine falls below 600 cc. a day for several days.” 

Maddock and Coller'* have contributed greatly 
to this very basic question as follows: “Important 
water excretions are concerned with two physiol: zical 
processes, namely the output of waste material in solu- 
tion through the kidneys and the dissipation of |eat 
by the vaporization of water from the lungs an! the 
skin. The vaporizing process plays an importan! part 
in the control of body temperature and is a continous 
process in that there is always some moisture i» the 
breath and also on the surface of the body even \vith- 
out the activity of sweat glands.” 

Newburg et al.’* report approximately 4 per cent 
of body heat being dissipated by water vapori” :tion 
in the case of persons leading unrestricted live- At 
this rate a group of their subjects was found t dis- 
perse from 1000.to 1500 Gm. of water daily. The 


(12) 

170 Su 
reir 

Ta 

su! 

the 

cc. 
1.0 

po’ 

co! 

litt! 

po 

ten 

inf 

reg 

wa 
wal 

pat 

bec 
uri! 

stit 
tically all ot the whicl W now possess inte 
wa’ 
anc 
occ 

pat 
suf 
obs 
gre 
pre 
| lerr 
per 
wit 
Fo 
thi 

If 
um 
dec 
as 
les: 
wa 
ele 
cor 

In 
the 
the 
I 

ot 
pat 
uri 

to 
bee 
su] 
col 
no! 

in 
the 
ha: 


Surg. Vol. 5, No. 1 
December, 1945 
remaining 75 per cent of body heat is dissipated by 
raliation, conduction, and convection from the body 
sur face. 

With these facts in mind, it becomes evident that 
the average patient in health must have at least 3500 
cc. of fluid daily with which to elaborate a urine of 
1.0!8 to 1.020 and a volume of 1500 cc. It is im- 
portant to remember that the vaporizing process, in 
contrast to the water requirements of the kidney is 
litt'e affected by the amount of water available. This 
poiat is important in the handling of the patient whose 
ten perature has been elevated a few degrees by some 
inf-ctious process. This vaporizing process may be 
regirded as having “preferential rights” on available 
waier over that of the kidneys. In instances where 
waicr is withheld over long periods of time or the 
patient is unable to ingest a maintenance quantity 
because of the presence of nausea and vomiting, the 
urinary output may drop to almost nothing, and the 
skin become hot and dry. Now, water from the inter- 
stitial spaces must be utilized by the body to keep 
internal temperature within normal limits. Unhappily, 
water still continues to be vaporized from the skin 
and lungs with dehydration increasing until death 
occurs. 

Since fever is a common complication among sick 
patients and is one frequently found among those 
suffering from an acute retention due to bladder neck 
obstruction, the vaporization loss in such instances is 
greatly increased. It can safely be estimated at ap- 
proximately 2000 cc. daily. With this. figure for water 
vaporization at hand, water for urine is the next prob- 
lem. The amount available should be sufficient to 
permit the kidneys to excrete the waste materials 
without having to work at their maximum capacity. 
For the aged prostatic patient (in average condition) 
this means an output of not less than 1500 cc. daily. 
If the kidneys have been seriously impaired, the vol- 
ume required increases as the concentrating ability 
decreases. If the kidneys can concentrate a urine to 
a specific gravity of only 1.010 to 1.014 a urine of 
less than 1500 cc. in 24 hours will fail to eliminate 
waste material; blood nitrogen will be found to be 
elevated. Extra fluids are indicated. 


Patients who enter the hospital in a dehydrated 
condition require more than 3500 cc. each 24 hours. 
In addition to their normal daily consumption, 
they must have sufficient additional fluid to replace 
the water which has already been lost. 


Maddock and Coller’* found that “approximately. 


6 per cent of the body weight is lost in marked states 
of dehydration. The addition of 6 per cent of the 
patient’s weight in extra fluid does not increase the 
urine volume the first day. It will be used to restore 
to normal some of the internal chemistry which has 
been upset during the dehydration period.” They 
supply this formula for a man weighing 50 Kg. 

. 2000 cc. for vaporization 

1500 ce. for urine 
. 6 per cent of the body weight 
This makes, a grand total of 7100 ce. 

‘Once the depleted fluids have been restored, of 
course, much less water is needed to maintain the 
normal fluid exchange. The value of saline solutions 
in replacing sodium chloride depletion associated with 
the loss of secretion from the gastrointestinal tract 
has heen firmly established. A distinct tendency, how- 
ever. for the routine use of saline solution for all 
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parenteral administration without regard for whether 
sodium chloride is needed or not is to be condemned.”* 

A very simple and roughly accurate method of 
determining the patient’s state of hydration (barring 
the presence of certain blood dyscrasias) is a red 
blood cell count and an estimation of the hemoglobin. 
Both will be found to be markedly elevated in dehy- 
dration. 

In planning for the fluid needs of the patient 
with retention, the omission of saline solution is 
clearly indicated if vomiting is not present. In in- 
stances wherein there has been excessive loss of 
chloride as a result of hemorrhage, it is far better 
to replace that loss by the transfusion of whole blood 
than to attempt to restore blood volume by means of 
saline solutions. Such a therapy is excusable only as 
a temporary measure. 

Edema.—Bartlett and Bartlett'* say: “The normal 
excretory and circulatory systems of the body prevent 
a piling-up of water if unusually large amounts are 
taken, It is, therefore, only in failure of either or 
both of these systems that edema, ascites, and general 
anasarca are seen.” 

The skin and lungs do not play any important 
part in such derangements. Myocardial failure does. 
The slowing of the circulation leads to water-logging 
of the tissues, the most dependent parts being affected 
first after the lung bases. 

“Edema of all grades of severity characteristically 
accompanies cases of acute and subacute glomerulo- 
nephritis, which is characterized by diminished urinary 
output with high specific gravity . . . large amounts 
of albumin, red blood cells and casts in the urine. . . 

“The treatment of all of these forms of edema 
is much the same. (1) If it is due primarily to heart 
failure, digitalization should be carried out unless con- 
duction time in the E. K. G. is much prolonged (heart 
block). . . . Digitalis is-not given to the patients with 
edema of other than cardiac origin,* but, whether they 
are getting digitalis or not, all cases of edema should 
be given a trial with one of the organic mercury 
compounds such as novasurol, salyrgan and merba- 
phen.” The patient should be tested with small doses 
of these mercurials for sensitivity or intolerance. 

“It has been found that the effect of the organic 
mercury diuretics is more pronounced when am- 
monium chloride was given preceding and during this 
treatment. Enough should be given to make the urine 
decidedly acid, at least 1 gm. (15 grains), 3 times 

Glucose is nature’s diuretic. On the average and 
in various concentrations, it is the safest method of 
reducing edema. The administration of a hypertonic 
solution of this substance (500 cc. of a 20 per cent 
solution) should induce a diuresis within 30 minutes 
of its administration. A more marked reaction and 
response is to be expected of higher concentrations, 
viz., 30 to 50 per cent solutions. 

Lund and Levenson’® report that Jones and Eaton 

found that edema frequently due to hypoproteinemia 
was common in patients before and after gastro- 
intestinal surgery and that it was usually associated 
with a prolonged inadequate food intake. When such 
patients were given the then customary large quanti- 
ties of saline infusions by vein postoperatively, acute 
pulmonary edema frequently occurred and was often 
fatal. They showed that this danger could, at times 
be obviated by substituting glucose in distilled water* 


*Italics mine. 
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for a large part of the glucose in saline solution. 
This finding has been amply confirmed by others.” 
Hyperproteinemic animals have been shown to be par- 
ticularly susceptible to shock after any kind of injury. 
They are also very susceptible to infection. The sim- 
plest way to estimate the protein losses and depletion 
is by serial determinations of the weight of the patient. 


Replacement therapy.—The following substances 
are most commonly employed: 5 per cent dextrose in 
distilled water, Ringer’s solution, normal salt solution, 
amino acids, plasma, and blood. 


In planning for the fluid requirements of the 
patient with acute retention, decision in the matter 
will be dictated by the degree of illness of the patient, 
state of hydration, and concomitant pathological con- 
ditions. 


For the average patient with little or no increase 
of temperature, I supply enough fluid to yield a 
24 hour output of not less than 1500 cc. of urine with 
a specific gravity in the middle range. For the 
seriously ill patient markedly dehydrated, an increase 
of 2 or 3 degrees of temperature, and perhaps dis- 
oriented, the output should be increased to from 
2000 to 4000 cc. or more each 24 hours. All things 
being equal, the sicker the patient the more energetic 
should be the application of fluid. Until we have had 
an opportunity to evaluate the various laboratory 
findings, this fluid is invariably supplied in the 
form of a 5 per cent glucose in distilled water. 
This solution is readily metabolized by the body 
and is unquestionably the easiest for the patient 
who has a handicapped cardiovascular system to 
manage. When administered in great amounts to 
the average patient with retention, there is no tendency 
to store the excess in the tissues. As a matter of fact, 
distilled water has decidedly the opposite effect. It 
releases interstitial fluid by appropriating its salt, an 
item very necessary to its final excretion by the kid- 
neys. The amount to be given during the first several 
days of a patient’s residence in the hospital (for the 
extremely ill patient) will be dictated largely by that 
which is returned as urine. Unless sodium chloride 
has been lost in excessive amounts it is rarely em- 
ployed. A failing kidney, a failing cardiovascular 
system or both, will store normal salt solution if given 
the opportunity. On the other hand, the last stand of 
the failing kidney is its ability to excrete enormous 


quantities of water of low specific gravity. No matter . 


how old a fish becomes or whatever illness may over- 
take him, he still does better in water than in any 
other environment. The same holds true of the kidney. 

A 5 per cent solution of glucose in distilled water 
is an excellent “trial balloon.’”” We reason that if the 
kidney cannot handle this simple fluid it is indeed in 
a bad way and in all likelihood we have in our care 
a candidate for Alcock’s select group which consisted 
of 129 patients who died without benefit of surgery. 
If in doubt as to whether the patient is storing fluid 
(which has not become evident from the standpoint of 
edema) Fox*’ suggests Wangensteen’s method which 
consists of bedside weighing of the patient daily to 
determine the amount of water being lost by vaporiza- 
tion and not accounted for in the urine. 


“The average daily salt requirement is 5 to 10 
Gm. If the intake is greater than the requirement, 
most of the excess is excreted in the urine. In health 
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this is easily done but in the sick, surgical patient an 
excessive intake of salt may produce edema. 

“Abnormal salt losses occur through excessive 
perspiration, continuous gastroduodenal suction, vom- 
iting, diarrhea, intestinal or biliary fistulas or in any 
other condition in which bodily fluids are lost.” 

In instances where these losses are known tu be 
occuring they must be replaced. If the Wangensicen 
tube is withdrawing 1000 cc. of fluid daily, the repl.ce- 
ment therapy would of necessity include 1000 cc. of 
normal salt solution. If chloride loss is suspected via 
the kidneys, the urine chloride estimation may be 
made. If there is no more than one gram of sal! in 
the urine daily, excessive loss is not taking place. 

As Fox* says: “Indications for Ringer’s solu‘ion 
are approximately the same as those for normal saline 
solution. Ringer’s solution contains less sodium chlo- 
ride . . . and has small amounts of potassium chlo-ide 

. calcium chloride . . . and magnesium chloride 
Glucose solutions are valuable in prevention of ketvsis, 
and in protecting the liver, and supplying water and 
food.” 

In instances where edema is a problem, 50 to 
100 cc. of 50 per cent solution will induce a r.pid 
diuresis. 

“The value of blood transfusion, especiall, to 
correct loss of blood, has been well established . . . 
administration of whole blood before and during seri- 
ous operative procedures is now a common practice 
and certainly has been of great benefit to many patients 
both in the prevention of postoperative shock and in 
aiding convalescence. Shock due to blood loss should 
be treated by blood transfusion if blood transfusion is 
available. If not available, plasma is an effective 
substitute.” 

Its value is unquestioned in many surgical condi- 
tions, for example, severe burns, shock without hemor- 
rhage, shock with hemorrhage when whole blood is 
not available, and hypoproteinemia. 

Fox*® says, “Ellman and Lisher studied experi- 
mentally the use of amino acids, serum, and plasma 
in the therapy of fatal shock due to repeated hemor- 
rhage in unanesthetized dogs. Replacement of blood 
loss by various substances showed differences in the 
survival time. it was unchanged with glucose in saline, 
increased to 4.2 hours with amino acids and to 4.5 
and 4.6 hours, respectively, with citrated plasma and 
serum. 

For many years the water, salt and glucose re- 
quirement of patients were carefully watched but only 
recently has the protein requirement and the occur- 
rence of hypoproteinemia aroused a special interest. 
The intravenous use of amino acids in the prophylaxis 
and treatment of hypoproteinemia in surgical patients 
is a procedure of great value. They are ordinarily given 
in a 5 per cent solution of amino acids in a 5 per cent 
dextrose solution. This solution may be obtained in 
flasks ready for use. 

Most fasting patients (moribund patients with 
retention) excrete from 4 to 5 grams of nitrogen a 
day, when sufficient glucose is given to meet caloric 
needs. This loss may be prevented by furnishing pro- 
tein in the form of amino acids. Usually this sol: tion 
is given at the rate of 300 to 500 cc. per how. Ii 
warmth or flushing occurs, the rate may be decre sed. 

The clinical manifestations of hypoprotein:mia 
are serious and important. Surgical shock, suppression 
of urine, abdominal distention, edema, ascites, and 
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hemoconcentration, as well as faulty wound healing, 
may all be due to this condition. 


Certain other replacement fluids such as pectin 
and gelatine solutions, have been tried but are not to 
be recommended at this time since they are still in the 
experimental stage, as are bovine plasma, bovine albu- 
min, crystalline hen.oglobin, human ascitic fluid and 
others. Gum acacia solutions which were formerly 
used a great deal are objectionable because of frequent 
untoward reactions. 


Control of Infection —Having provided for the 
fluid requirements of the patient, the control of infec- 
tion, if any, may now be given thought. Unquestion- 
ably, the sulfonamides, particularly sulfathiazole, sulfa- 
diazine and sulamyd in suitable doses, have been of 
greater value to the urologist than have all of the other 
so-called urinary antiseptics which have appeared since 
pharmaceutical houses first devised them. Sulfathiazole 
or sulfadiazine even in doses as small as 3 gr., t.i.d. 
have provided more comfort and cured more people 
than I ever thought would be possible with oral medi- 
cation. It is not necessary to order these drugs in 
pneumonia doses in order to clear and maintain a 


relatively sterile urine. 


Though the urological application of penicillin 
has not been thoroughly explored, it seems certain that 
this drug will prove to be of great value. On several 
occasions I have employed it in sulfa-resistant strep- 
tococcic and staphylococcic infections with great satis- 
faction. 

I am a great believer in the dictum set forth by 
Guy L. Hunner,”" “We learned from experience that 
if we correct faulty drainage, the kidney is an irri- 
gating machine of the highest order and may be 
trusted to care for itself. You can literally wash away 
an infection with adequate amounts of fluid.” 


Evils of Bed Rest-—-More and more we are 
warned in current medical literature against the evils 
of excessive bed rest. In August, 1944, a symposium 
on the subject appeared in the Journal of the American 
Medical Association. It consisted of six articles on bed 
rest relating its iniquities in cardiovascular disease, 
obstetrics, orthopedic surgery, psychiatry, ending with 
an article by William Dock.** Concerning the elderly 
patient who is confined to bed, he has this to say, “A 
discussion of the hazards of bed rest would be incom- 
plete without emphasizing the tremendous strain put 
on the heart and circulation by a maneuver which 
patients in bed frequently perform and against which 
many are never warned. Whenever one takes a deep 
breath, closes the glottis and tightens the thoracic and 
abdominal muscles (Valsalva’s experiment, “bearing 
own”) there follow a series of extreme fluctuations 
in thoracic pressure, cardiac output, blood pressure 
and vagal and vasomotor tone. After myocardial 
infarction sudden death is far more likely to occur 
when the patient performs this effort than from any 
other cause, and it is a common incitant of pulmonary 
embolism. This may occur on the bed pan or even 
when passing flatus or trying to push oneself higher 
on the pillows. Patients with difficulty in urination or 
defecation probably undergo less risk if warned 
against this procedure and allowed to get out of bed 
to use a commode than when left to struggle in a 
supine position. . . . The physician must always con- 
sider complete bed rest as a highly unphysiologic and 
definitely hazardous form of therapy, to be ordered 
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only for specific indications and discontinued as early 
as possible.” 

Briefly, the elderly patient with retention should 
not remain in bed a single day longer than is absolutely 
necessary. Here is one of the fine advantages of the 
catheter over cystostomy. 


Acute urinary retention due to vesical neck ob- 
struction may arise at any age and in either sex. To 
avoid duplication, individual discussion of the various 
types has not been attempted. Since the management 
is similar in all, we have confined our discussion to 
that type of obstruction which requires the greatest 
degree of skill for its successful management, namely, 
vesical neck obstruction in the elderly patient. One 
who can manage this type of patient efficiently, will 
have little difficulty with the simpler problems. 

In conclusion, and in behalf of the elderly patient, 
who will furnish at least 95 per cent of the acute 
retention problems, instrumental gentleness will yield 
rich rewards in more ways than one. It is to be 
remembered that all such patients are extremely appre- 
hensive. Intuitively they seem to sense the truth of 
the statement made by Browne, viz., “The aged pro- 
static who becomes a case of acute retention already 
has two strikes on him.” By sparing these elderly 
patients unnecessary pain and distress, which they are 
sure lie in wait for them, we automatically improve 
their morale. Before attempting urethral instrumenta- 
tion, we anesthetize the urethra with one of the many 
excellent topical analgesics now available. Such an 
example is to be found in Winthrop’s preparation, 
Anaesthesin. If we succeed in our first efforts to 
relieve him of his most urgent symptom (retention) in 
a more or less painless fashion, it follows that his 
complete cooperation in whatever may lie in the future 
as relates to further management of the case will be 
more readily secured. 


SUMMARY 


1. An accurate and precise knowledge of the 
underlying pathema in cases of acute retention due to 
bladder neck obstruction is of first importance in the 
selection of a method of relieving the immediate 
problem. 

2. The application of the principle of individuali- 
zation is indispensable to intelligent treatment. 

3. The operation of cystostomy is not to be under- 
taken lightly in relieving the elderly patient with 
retention, since, as has been shown, serious complicat- 
ing factors are indeed a most common occurrence. 

4. Tests of retention and excretion are helpful 
in evaluating the particular problem. 


5. In cases of retention where the history points 
to a preceding excessive residual urine of long dura- 
tion, the employment of decompression should be 
considered. 


6. Elderly patients with prostatism have two 
strikes on them with the advent of acute retention. 

7. Retention in patients below the age of 40 is 
usually of neurogenic origin. The history will reveal 
the underlying pathema, i. ¢., syphilis, trauma, ete. 

8. The supplement of water and the regulation of 
the salt is easily one of the greatest therapeutic provi- 
sions which can be made for the patient with retention. 

9. Mercuric diuretics are helpful in certain cases 
but are to be employed with caution. 

10. Bacteriostatic drugs, especially sulfathiazole 
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and sulfadiazine, are “foot soldiers” of the first order 
in controlling urosepsis. 

11. Acetic acid solution (0.25 to 0.50 per cent) 
in the closed drainage system may be relied upon to 
control bladder infections most effectively and in 
the shortest time. 

12. Instrumental heavy-handedness must be 
avoided. Care will be appreciated and also will 
yield excellent results in the way of securing co- 
operation not only in the elderly, but in all patients 
afflicted with retention. 


1550 Lincoln St. 
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Because of the multitude of pathological condi- 
tions which may involve the colon and the variety of 
operations employed for their relief, it would require 
volumes to enumerate them even briefly. Since in- 
formation concerning them is already available in 
modern textbooks, we may dispense with their des- 
cription and pass on to a brief discussion of some of 
the more salient features of surgery in this field. 


Obstruction from various causes is one of the 
most common and dangerous abdominal conditions 
with which the surgeon must deal. Because of the time 
element, its diagnosis is unusually important. Car- 
cinoma often is diagnosed too late for surgery to save 
the life of the patient. Unsuccessful surgery with its 
increase in mortality rate may be a result of inaccurate 
physical and laboratory diagnosis, or of faulty tech- 
nic in operative procedure. Or it may be caused 
by failure on the part of the operator to familiarize 
himself with the anatomy of the intestinal canal, 
cluding the nerve and blood supply to the various 
divisions of the tract, and the more common anomalies. 
This is particularly true in ptosis and volvulus of 
the cecum, which is usually attributed to a congenital 
defect, such as the presence of a mesocecum and 
mesocolon sufficiently mobile to permit torsion. 


In embryo, the alimentary tract is developed from 
the entoderm, which from the first is nutritive and 
respiratory. The alimentary tract is divided into three 
sections based on formation, blood supply, and func- 
tion. These are the foregut, midgut, and hindgut. 
The foregut forms that portion of the intestinal tract 
cephalad to the ampulla of Vater and is supplied by 
the celiac axis, its function being digestive. The mid- 
gut is that portion extending from the ampulla of 
Vater to the distal portion of the transverse colon, 
having as its source of blood supply the superior 
mesenteric artery, its function being absorptive. The 


hindgut is that section caudal to the transverse colon. 
It is supplied by the inferior mesenteric artery and 
has an excretory function. 

Maldevelopments are frequently noted in the mi- 
gut, although malformations in the foregut and hind- 
gut are rare. 

Because of the rapid development of the liver 
in embryo, the peritoneal cavity cannot hold all of its 
contents. Therefore the midgut is extruded through 
the umbilicus, producing a physiological umbilical 
hernia. The gut in this stage of development occupies 
a saggital plane. When the liver becomes larger and 
starts its descent, rotation of the midgut occurs. This 
takes place between the fifth and tenth weeks. The 
apex of the herniated loop is at the former attachment 
of the vitelline duct and the termination of the superior 
mesenteric artery. The artery lies in the mesentery 
and sends branches to the anterior and posterior seg- 
ments ; the prearterial segment is on the right side and 
the postarterial is on the left. The prearterial portion 
and the mesentery become disproportionately long, and 
the postarterial segment shows evidence of an enlarge- 
ment. This is the beginning of cecal and appendicca 
development. 

The second stage of rotation occurs about the 
tenth week, when the gut returns to the abdomen. 
Mall, in his text on embryology, suggests that sufficient 
traction may be produced within the abdominal cay 'y 
to replace the extra-abdominal loops of intestines »y 
the increase in the length of the loops and their »- 
tation. 


The prearterial segment is the first to return ‘0 
the abdominal cavity, and in doing so it passes behi id 
the superior mesenteric artery. As the small intest::¢ 
enters the abdomen, the intra-abdominal smallgut ad 
mesentery are pushed to the left and posterior p *- 
tion of the abdominal cavity. The cecum, which m y 
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be retained in the hernial sac because of its greater 
size offering sufficient resistance, is the last to be re- 
duced into the abdominal cavity. Having occupied a 
location beneath the liver, in the region of the um- 
bilicus, anterior to the small intestines and superior 
mesenteric artery, it continues to descend to the right 
lower quadrant, to lie finally in the ileocecal fossa. 
The superior mesenteric artery, which is brought to 
the iliac region by descent of the cecum, lies in close 
contact with the posterior parietal peritoneum, becom- 
inz firmly attached to the posterior abdominal wall. 
T» the right of the artery, the ascending colon and 
cecum become fixed. 

The mesentery of the small intestine is formed 
by the prearterial segment while the postarterial mes- 
enteric segment persists as the mesocolon. The mes- 
entery of the hindgut fuses with the posterior parietal 
peritoneum along the midline, thus becoming oblit- 
erated. 

Thus it may be seen how readily deviations from 
the normal can occur. Most clinical anomalies arise 
from faulty third stage rotation at which period fusion 
of the various mesenteries with the posterior parietal 
peritoneum takes place, thus making the various parts 
of the gastrointestinal tract less mobile. Deficient fix- 
ation of the colon is the most important from a path- 
ological standpoint. As previously stated, volvulus of 
the cecum is one of the best examples. Others are 
the retrocolic and the retroperitoneal appendix, and 
the retroperitoneal colon. This can be readily under- 


stood if one remembers the descent and fusion of the 
cecum and ascending colon to the parietal peritoneum. 

Megacolon, better known as Hirschsprung’s dis- 
ease, was first described by Ammon in 1840 as being 


a congenital hypertrophy, or dilatation of the colon. 
Many believe this condition to be the result of a kink- 
ing of the sigmoid and the rectum at their junction, 
probably caused by an abnormal increase in length 
of the sigmoid, which is almost invariably present in 
this disease. Another theory is that the dilatation re- 
sults from a spasm of the rectosigmoid sphincter, be- 
cause the process usually ends at this point. While 
Hirschsprung, in 1883, stated that the exact cause 
was unknown, many cases in which obstruction could 
not be demonstrated havé been treated successfully 
by lumbar sympathectomy, which suggests that hyper- 
activity of the lumbar sympathetic system may be a 
definite factor. 

Without considering cause, surgical interference 
is indicated in many instances. Colostomy is indi- 
cated as a palliative measure, but when toxemia has 
been sufficiently reduced, some form of short-circuit- 
ing operation will have to be performed. Usually a 
side-to-side anastomosis between the terminal ileum 
and the sigmoid is the operation of choice. Cases in 
which marked dilatation and hypertrophy remain after 
conservative care call for radical extirpation of the 
involved colon. 

The most common tumor encountered in the 
colon is carcinoma, although this portion of the gas- 
trointestinal tract is frequently the site of other dis- 
eases which carcinoma simulates. This resemblance 
varies according to the situation of the lesion, degree 
ot development, structure, and complications. Carci- 
noma is no respector of age, having been found in 
children between the ages of 3 and 15 years as well 
as in adults. Its most frequent appearance is in the 
two mobile segments, the cecum and the sigmoid. 
Laird presents the case of am American boy, aged 14, 
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who was admitted to the hospital with a tentative 
diagnosis of tuberculous peritonitis; but when explor- 
atory celiotomy was performed, a diagnosis of ade- 
noma of the splenic flexure of the colon was made, and 
confirmed by biopsy. 

The presence of malignancy should be diligently 
searched for if a patient presents a history of in- 
creasing constipation, intestinal uneasiness, flatulence, 
borborygmus and, frequently, diarrhea, which may re- 
sult from ulceration and sloughing of the malignant 
mass or from irritation caused by the fecal mass prox- 
imal to the obstruction. Any patient, regardless of 
age, who complains of pain in the abdomen, rectum, 
or lumbar region should have a thorough examina- 
tion, including digital, proctosigmoidoscopy and X-ray 
to eliminate the possibility of the presence of cancer. 

Unfortunately early lesions, particularly in the 
distal colon, produce no definite symptoms which 
might be considered as pathognomonic of cancer, and 
unless the patient complains of blood in the feces, 
one may fail to suspect malignancy. In patients past 
40, bleeding should be considered as being of can- 
cerous origin until proven to be otherwise. 

Because there are no sensory nerves in the distal 
colon, it has been called the silent zone. It is because 
of this fact that there are few, if any, early symptoms 
of carcinoma in that portion of the bowel. Next to 
ignorance of its cause, tardiness remains the greatest 
obstacle to the combating of malignancy of the colon 
and rectum. Few patients look upon impaired func- 
tion as an indication of the presence of cancer. The 
majority expect to feel a mass or see something in 
the form of a swelling or raw area or to experience 
pain; failing to do so they procrastinate. Too many 
physicians are guilty of the same line of thought and 
fail to make sufficient investigation into the cause of 
the symptoms. Thus valuable time is lost, when even 
a digital examination might be sufficient to determine 
the cause of the patient’s complaint. It is also well 
to keep in mind that, because of its thin walls, the 
cecum is capable of considerable dilatation without 
pain, and because of its contents being liquid, malig- 
nancy may be present for a longer period than in any 
other section of the colon without presenting any 
symptoms. Metastasis is either through the lym- 
phatics, or by direct extension. For these reasons, 
operations for cancer here are less satisfactory than 
in other parts of the colon. Pain may not be present 
in the early stages while obstructive symptoms appear 
only in late, and in many instances inoperable, cases. 

Here again proctosigmoidoscopy and fluoroscopy 
are of great importance. Should the growth develop 
beyond the reach of the sigmoidoscope, the barium 
enema and x-ray will have to be used. Because of 
variability in length of the pelvic loop, this is particu- 
larly true in the nonobstructive type of lesion. 

In cases of stenosis of the colon, it has been sug- 
gested that the opaque meal for x-ray be omitted to 
remove the danger of precipitating an attack of acute 
obstructicn. 

The possibility of spontaneous perforation of the 
bowel proximal to malignant lesions must be kept in 
mind when administering a barium enema. Introduc- 
tion must be slow with little pressure, and is best 
made under fluoroscopic control, care being taken not 
to traumatize the bowel by careless introduction of 
rectal tip or tube. 

The medullary type of carcinoma predominates 
in the right half of the colon where the tendency is 
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toward ulceration rather than obstruction. It must 
be differentiated from retrocolic appendicitis, appendi- 
ceal abscess, amebic granuloma, actinomycosis, etc., 
the only clinical sign being that of anemia. 

Other types of carcinoma of the cecum may pre- 
sent vague symptoms simulating gallbladder or chronic 
appendiceal involvement with pain in the right lower 
quadrant, where a mass is palpable and the only other 
symptoms complained of are change in bowel habit, 
constipation, dyspepsia, weakness and fatigue. Re- 
peated x-rays may be necessary to determine definitely 
the diagnosis, which finally may be impossible until 
an exploratory celiotomy has been performed. 

There are many very important factors involving 
all such cases of obstruction which it is well to re- 
view. The first, of paramount importance, is the 
diagnosis. Is the obstruction complete or incomplete? 
What is the cause, and finally, what is the location of 
the obstruction? In order to determine the proper 
procedure to follow, it is essential that the cardinal 
symptoms of intestinal obstruction be properly in- 
terpreted. 

Many texts give signs and symptoms found only 
in advanced stages of the morbid process. It is im- 
portant that the physician should become familiar with 
those in different types of obstruction and thus learn 
to differentiate between early and late signs, interpret- 
ing them according to fundamentals of pathology. 

Since time is an important factor in all of these 
cases, the earlier treatment is instituted, the better 
the prognosis. Statistics show that even in the sim- 
plest form of obstruction, the mortality rate becomes 
extremely high after 48 hours, and after 72 hours is 
nearly 100 per cent. 

The earliest signs noted are fairly constant 
vomiting, tenderness to deep pressure, obstipation, in- 
creased peristalsis usually present in early stages of 
direct lumen obstruction and decreased peristalsis in 
later stages, distention, marked rigidity resulting from 
peritonitis, evidence of alkalosis or acidosis, and col- 
lapse. 

A great many operators consider distention by 
gas a primary diagnostic feature of obstruction; but 
even though it comes within a few hours from the 
onset of obstruction, it may appear only late in the 
morbid picture. This is particularly true where there 
is strangulation of the blood supply, as in mesenteric 
thrombosis, intussusception and other conditions in 
which gangrene predestines death within a few hours. 

A flat x-ray usually shows a gas or fluid level 
within 3 to 6 hours. This is particularly true in 
small bowel involvement. Having determined the 
exact location of the lesion, the surgeon is now con- 
fronted with the difficult problem of selecting the type 
of operation best adapted to the exigency of the case. 
If he is uncertain as to diagnosis, and has exhausted 
all available means of ascertaining cause and location 
of the trouble, an exploratory celiotomy is definitely 
indicated. Electrocoagulation through a_ proctoscope 
will readily destroy benign adenomatous polypi, if 
found in an early stage of development, but in all other 
cases radical extirpation or destruction of the neo- 
plasm is indicated. 

It is rare that the surgeon sees these cases early - 
enough to perform an end-to-end anastomosis in one 
stage. If such a case is encountered in its incipiency, 
this operation is of decided advantage to the patient, 
and may be performed quite safely, but the situation 
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of the growth and anatomic variations definitely in- 
fluence the selection of the type of operation to be 
performed. 


It has been said that the object of surgery is 
not only to remove the diseased tissue, but also to 
rehabilitate the patient, that is, to restore him to a use- 
ful life; therefore, for the surgical procedure to be 
considered a complete success, there must be none 
of the neurosis or invalidism which is frequently pres- 
ent even after the disease as a physical entity has b: en 
stamped out. 

It is a surgical axiom that relief from mechan:cal 
obstruction must be obtained either by physical or 
medical means or decompression operations bei ire 
resection is resorted to. Very satisfactory results 
have been obtained by use of the Miller-Abbot tube, 
but if the presence of gangrene is suspected, its us: is 
contraindicated because of the danger of perforation; 
furthermore, the relief obtained by such measures ray 
so diminish the symptoms that it is possible to over- 
look the urgency for surgical intervention. Gangr-ne 
“waits for no man.” 

The operation of choice, indicated as a palliative 
measure, in many cases of obstruction or partial ob- 
struction, is colostomy. Cecostomy is most commonly 
performed to relieve the distended bowel of its ac- 
cumulated toxic content. It may be performed uncer 
local anesthesia. 


Whipple has pointed out the advantage of per- 
forming a cecostomy 2 to + days before a resection 
of the colon or rectum. It makes possible a proper 
cleansing of the colon before the major procedure. 
It permits the part anastomosed to be at rest until the 
period of fibroplasia is complete. It increases the 
comfort of the patient by reducing distention and pains 
of ineffectual peristalsis. It obviates the temptation 
to give, and the necessity in some cases of giving, 
enemas or irrigations in the critical period of repair. 
It has long been recognized as essential in cases of 
partial or complete obstruction of the colon or rectum. 
While it works well in patients who are desperately 
ill, it is even more efficacious in the nonobstructed 
cases. 


The technic employed is a matter of choice 
and experience. In the opinion of the writer, best 
results are obtained through a muscle-splitting in- 
cision, as for appendectomy, and opening the cecum 
opposite the ileocecal valve in the anterior tenia. Sutur- 
ing the serosa.to the parietal peritoneum and fascia is 
a matter of choice; some surgeons prefer to place 
strips of iodoform gauze around the drainage tube be- 
tween the serosa of the cecum and the parietal peri- 
toneum to facilitate the formation of protective d- 
hesions. If the condition is acute, the bowel should 
be opened immediately; otherwise this step may be 
deferred for 2 or 3 days and then the bowel opened 
with scalpel or electrocautery. 


Many surgeons are advocating use of the trans- 
verse colostomy in preference to the iliac colostomy |\¢- 
cause of the ease with which the transverse colon may 
be delivered, as it has a well developed mesent ry 
which facilitates operative procedure; also, if the ©0- 
lostomy is but a temporary opening, it may be closed 
much more readily than elsewhere. In addition, 
muscle fibers of the rectus abdominus may be so ‘t 
ranged as to form a sphincter; and less odor is 
present following operation in this area than in he 
left iliac region. 
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Nevertheless, as has been pointed out by Max 
Thorek, emptying of the bowel at the sigmoid flexure 
is more physiologic and because of an unusually long 
mesentery the sigmoid is easily accessible. It is con- 
silered by many to be the most convenient site for 
the anus preternaturalis, particularly if the site of the 
obstruction is in the distal segment of the sigmoid or 
in the rectum. In that case, especially in the presence 
of cancer, a complete colostomy is generally indicated, 
inierrupting continuity of the bowel previous to ex- 
tirpation of the mass. 

When obstruction appears complete, producing 
distention of the colon, and no relief is obtainable by 
anv other means, a colostomy is indicated to relieve 
ani to prevent further distention. No attempt is made 
to divert the fecal stream away from the site of ob- 
struction, but only to provide a means of escape. In 
many instances this temporary stoma provides such 
satisfactory results that the obstruction will open up 
an allow feces to pass through the normal channel, 
after which the colostomy may be closed surgically if 
it does not close spontaneously. 

After decompression has been obtained, the de- 
cision as to the method of operation and the technic 
will depend entirely on location of the obstruction 
and the extent of involvement. 

Should the case prove to be an inoperable type, 
some form of opening should be made proximal to 
the site of lesion in order to provide the patient with 
temporary relief. Thus his discomfort is decreased 
even if it be for only a brief period. 

If a definite diagnosis has been made, the ab- 
dominal incision should be made at the site of the 
trouble; but if it is uncertain, an adequate exposure 
through a median or paramedian incision is advisable. 
In order to locate the obstruction, the intestines should 
be carefully inspected until the junction of the dis- 
tended and the collapsed bowel is reached ; eventration 
may be necessary. 

Preoperative gastric lavage in intestinal obstruc- 
tion will eliminate much trouble and decrease the 
probability of vomitus being aspirated with fatal con- 
sequences. While it is desirable to have the stomach 
empty during and immediately after surgery, it will 
be found that atony of the intestines may be avoided 
by allowing them to be moderately filled. 

There are many more causes for colonic obstruc- 
tion than those enumerated and there are conditions 
other than obstruction which require surgical care. 
Principal among them in these days of war and auto- 
mobile accidents are puncture and laceration wounds 
and crushed bowels, which will be considered later. 

If the right half of the colon is occluded as a re- 
sult of carcinoma, mesenteric thrombosis or embolism, 
an ilecolostomy between the terminal ileum and the 
transverse colon is indicated, with the cecum and as- 
cending colon being resected at the same stage or a 
subsequent one. Because the end-to-side anastomosis 
more nearly approaches the normal anatomical ileo- 
cecal junction, this technic is advocated by the ma- 
jority of surgeons in preference to the side-to-side 
method. 

_ When the middle colic artery become blocked or 
interfered with, as sometimes happens in gastric 
surgery, immediate resection of that segment of the 
transverse colon involved is indicated. This is fol- 
lowed by axial or side-to-side anastomosis, supple- 
mented by a cecostomy in order to protect the suture 
line from contamination and pressure. 
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If the left half of the colon is involved, resection 
should be performed where possible. If it is not possi- 
ble, a Bloch-Paul or similar operation should be done, 
in which case the tumor mass or loop of bowel is 
exteriorized. 

The growth may be removed by cautery at this or 
a second stage operation and by applying clamps to cut 
out the spur between the two “gun barrels” by necrosis. 
This makes for renewed continuity of the intestinal 
canal. Closure of the colostomy opening is not always 
necessary since spontaneous healing may take place. 

When confronted with possible puncture wounds 
of the colon, diligent search must be made so that 
none are overlooked, since punctures of the colon are 
difficult to locate. Starting at the cecum and following 
around to the pelvic colon, the presence of hematomas, 
which are indicative of retroperitoneal large bowel 
injuries, should be observed. Small puncture wounds 
may be closed with a purse-string suture reinforced 
by a Lembert stitch placed transverse to the long axis 
of the bowel. 

Where the bowel has been crushed or lacerated, 
devitalized tissue should be excised and_ sutures 
placedstransversely in healthy tissue to avoid constric- 
tion of the lumen. If multiple perforations or extensive 
lacerations are present, if areas are crushed, or if a 
section of bowel is detached from its mesentery, resec- 
tion is indicated. Very careful multiple layer suturing 
should be the rule in such cases, plus strict hemostasis, 
since stagnant blood seems to favor bacterial activity 
around sutured parts. 

The lateral anastomosis seems to be growing in 
favor with many surgeons. This is largely due to the 
possibility of stenosis from decreasing the lumen in 
end-to-end closures. All perforation cases should be 
drained through the flank, care being taken not to 
bring the drain in direct contact with the line of suture. 
When continuity of the intestinal tract is broken, ade- 
quate isolation of the field by packs or exteriorization 
must be strictly observed in order to avoid contamina- 
tion and peritonitis. 

In the event that an emergency colostomy is to be 
performed to relieve distention, Doyen clamps may be 
applied proximal and distal to the point of puncture at 
the time of surgery. In this way the purse-string suture 
may be applied, the bowel opened and a de Pezzer 
catheter inserted without fear of contamination. 

The choice of anesthetic in these intestinal opera- 
tions provides much ground for discussion. Many 
advocate spinal anesthesia because of the complete 
muscular relaxation afforded; but in the presence of 
profound toxemia, where the blood pressure is low or 
falling rapidly, or where the hemoglobin is below 
75, particularly in long delayed obstructions, arachnoid 
block is contraindicated. Cyclopropane is excellent 
when administered by a competent anesthetist. Pento- 
thal sodium is the anesthetic of choice of many of the 
western surgeons. 

From studies of suture material which have been 
carried on over a period of vears, it would appear 
that many of the failures in intestinal surgery, as well 
as in other fields, were due to trauma of the tissues 
induced by the use of the usual atraumatic necdle with 
large size suture material. These sutures, instead of 
holding the tissues together, produced such tissue reac- 
tion that anastomoses were frequently disrupted. 

In a number of experiments conducted by staff 
members of Temple School of Medicine in Phila- 
delphia, using 0 chromic and 5-0 chromic catgut 
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in like cases and under similar conditions, the larger 
size catgut was found to be disintegrating after 72 
hours. Necrosis of the tissues contiguous to the suture 
was complete in 120 hours, whereas the 5-0 chromic 
was practically unaffected and little or no necrosis 
occurred in the surrounding tissues. With the use of 
the finer needles and suture materials, much more 
satisfactory work can be accomplished. Shorter stitches 
insure better approximation, a stronger suture line, 
complete hemostasis, and also prolonged retention of 
the catgut in the tissues, thereby reducing the danger 
of a secondary spill and peritonitis. 

It has recently been suggested that acceptable 
procedure in many instances is exteriorization of the 
anastomosis, with temporary closure of the peritoneum 
until healing is complete. The bowel is kept moist with 
packs and later returned to the abdominal cavity. This 
technic will eliminate the possibility of a secondary 
spill within the peritoneal cavity from separation of 
the sutured edges. 

SUMMARY 


There are varied operations for the many types 
of pathological conditions which involve the colon; 
their successful performance is based on adequate 
knowledge of the development, anatomy, blood supply, 
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and lymphatics of the intestinal tract. Careful and 
thorough diagnostic measures must be employed. Suryi- 
cal judgment and skill are essential in determining the 
type of operation indicated, as well as in performing 
it. Adequate decompression must be obtained ? 
indicated. The use of very fine suture material i 
advisable. Adequate drainage must be provided whal 
necessary. The choice of anesthetic depends on ‘he 
patient’s condition, the type and location of the obstriic- 
tion or lesion, and the availability of a compet nt 
anesthetist for the particular type of anesthesia. 
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CAUSES OF CAUSALGIA 


In a recent paper, “Causalgic States in Peace and 
War,”* G. de Takats, M.D., of the Department of 
Surgery, University of Illinois College of Medicine, 
urges a redefinition of causalgia. Aside from causalgic 
states readily identifiable symptomatically, he calls at- 
tention to a more important group in which origin and 
level of sensory stimulation is not obvious, resulting in 
patients being frequently misunderstood. 

The following quotations are significant: “If an 
injury causing continuous sensory stimulation is capa- 
ble of producing such neurovascular phenomena, other 
conditions affecting the sensory pathways between the 
dorsal root ganglion and the peripheral receptors 
should also produce identical phenomena. 

“Livingston has postulated that the internuncial 
neurons become hyperirritable in the presence of per- 
sistent peripheral impulses. That the sensory barrage 
does produce chemical and electrical phenomena in the 
cord is documented by good evidence. Such a cord is 
then comparable to that of the experimental animal 
whose cord has been touched with strychnine. 

“Again the fact must be kept in mind that, origi- 
nating from lower sensory levels, the barrage of con- 
tinuous impulses may so stamp their impression on the 
sensory cortex that it becomes the seat of projected, 
self-propelled impulses to the periphery.” 

Here is another example of a leader of medical 
thought, setting down conclusions drawn from careful 
analysis of clinical observations, which conclusions 
parallel those arrived at, also via clinical observations, 
by osteopathic physicians for many years. It is to be 
regretted that in such a treatise on the subject, the 
entity of osteopathic lesion pathology was not also con- 
sidered in its proper relationship and the clinical re- 


*Jour. Am. Med. Assn.; 128: 699-704. July 7, 1945 


sults of specific manipulative procedures evaluated 
with respect to the whole therapeutic problem. Cer- 
tainly the author implies his recognition of other 
factors influencing reflex response. The following 
quotations are significant in this direction: “Sympa- 
thetic interruption has helped to relieve the burning 
pain even in the presence of a lesion of the second 
neuron, suggesting that the pain, just as in the 
peripheral traumatic lesions, is due to a secretion 
of painful substances which the improved circula- 
tion is capable of neutralizing. Gesell and _ his 
associates have shown how tissue acidity modifies 
nervous impulses by inhibiting the destruction of 
acetylcholine.” 

Following a listing of the various names by which. 
puzzling vasomotor and trophic phenomena have been 
known, the author comments: “To this group one may 
add a nontraumatic group of irritative lesions in any 
of the three sensory neurons, which are capable of 
producing a chronic, spreading hyperalgesia. In such 
a lesion a group of fibers is activated which secrete 
pain-producing, vasodilator substances at the nerve 
endings.” 

It should be emphasized here that the primary, 
and what are variously termed secondary or reflex 
osteopathic lesions should be considered in this 
syndrome. Proper recognition of such clinical 
entities would constitute not only a differentiating 
aid in diagnosis, but a considerable therapeutic a-sist- 
ance. 

It would be enlightening to have the subject «gain 
reviewed by such a competent analyst after obs. rva- 
tions of osteopathic structural phenomena adequa’e to 
provide him with a new set of criteria. 


C..R. Nerson. D0. 
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THE PRESIDENT’S HEALTH INSURANCE PLAN 

President Truman on November 19 sent a message 
to Congress recommending legislation to set up a 
federally controlled health insurance system. His mes- 
sage fulfilled his promise of September 6, 1945, to 
deliver such advices to the Congress. 

President Truman was a United States Senator 
during the period when Senators Wagner of New 
York and Murray of Montana were leaders in advo- 
cating comprehensive legislation designed to distribute 
the load of health care by a system ef tax-supported 
insurance. 


Mr. Truman’s message as President accurately 
teflects the arguments advanced in Congress during 
the last several years for health insurance. The Presi- 
dent is equally aware of the objections to such legisla- 
tion stoutly advanced by the opposition. His message 
clearly indicates a rather comprehensive knowledge of 
both the advantages and the disadvantages of such 
a course of action. He alludes several times to 
recent extensions of tax-supported medical services 
to an increasingly large proportion of the people. 

3riefly, he advocates legislation to provide com- 
plete medical service to the people of the country to 
be paid for, in considerable part at least, from a tax 
on wages collected in part from the employee and in 
part from the employer. He would base the tax on the 
first $3,600 of income on a basis of approximately 
4 per cent of such earnings. He would provide for 
free choice of physicians by the patient and for the 
nght of the physician to refuse service to any patient 
not desired. 


Use of government funds for construction of 
additional hospitals and health centers, for promotion 
of medical educational facilities and opportunities, for 
encouragement of more nearly adequate medical service 
Mm areas now deficient, for research into health 
problems, for maternal and child health services are 
all advocated. 

Time has not yet permitted close study of the 
new bills implementing the President’s message, intro- 
duce! in the Senate by Senators Murray and Wagner 
and in the House by Representative Dingell of Michi- 
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gan. In the past both have been actively mterested in 
introducing and supporting legislation to accomplish 
the ends which President Truman sets forth in his 
message. The form of such legislation.is pretty much 
an accepted thing in Washington. 

Thus another step is taken toward establishing 
tax-supported medical care for the people of the 
country. The bills have not passed yet. They will 
engender opposition. But sooner or later, there will be 
a decision. And no one else in the country is so well 
equipped to analyze the whole problem, the difficulties, 
the dangers, the advantages, or the necessities of the 
system, as is the physician. If such a plan is to prevail, 
and it appears to be coming much closer, the doctor 
must be, will be, on the alert to help insure better 
health for the people. 

Quotations from the President’s message will be 
found on page 57 in the back part of Tue JOURNAL. 

R. C. McC. 


FIFTY YEARS GONE—FIFTY YEARS COMING 

Many a doctor of osteopathy looks back today 
with great satisfaction to his part in the beginnings of 
that therapeutic revolution which to some of us seems 
now about to come into its own. 

One man had tilled the soil and sowed the seed 
over a period of from twenty to forty years, before 
(to change the metaphor) the revolution made itself 
felt above ground with the organization of a college 
the semicentennial of which we observed three years 
ago. Last year we celebrated the fiftieth anniversary 
of the graduation of the first class (for it did not take 
so long to make doctors in those days as it does now). 
This year we have rounded out five decades since the 
first pioneers to go out from Kirksville began to make 
their work really felt in distant states. In the year 
about to begin we shall mark the fiftieth anniversary 
of the passage of the first osteopathic legislation. The 
year after that will round out full fifty years of life of 
the national Association. 

With all these dates to remember, and with so 
many who do remember them, it is no wonder that 
plans for the convention to be held in New York next 
July are being laid on a grand scale. There is much to 
commemorate. 

Always there is danger in commemoration. Al- 
ways there is the chance that the present will be meas- 
ured by the past, in terms of great things done, and 
not by the future, in terms of opportunity beyond 
measure. If that little band of stalwarts fighting for 
an ideal in 1892 to 1897 could serve as the nucleus 
for what we have today, what shall be the measure of 
the imagination that can look forward to the period 
1992 to 1997? 

If those now in school; if those recently grad- 
uated; if those now holding, or soon coming into, 
places of leadership in our colleges and our associa- 
tions, can keep their eyes on the heights ahead and 

away from the lowly place from which we have grown 
—if they can measure our future by what we can ac- 
complish and not by how far we have come— then in- 
deed may we look forward with confidence to the 
fifty years ahead. 


aa 
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from the Guidance Counselor’s Viewpoint* 


ROBERT E. CAREY, Ph.D. 
Director, Bureau of Guidance, Board of Education, 


My topic is “The Civic Responsibilities and Op- 
portunities of the Osteopathic Physician from the 
Guidance Counselor’s Viewpoint.” 1 am not sure that 
the counselor’s viewpoint on the civic responsibility 
of any group, whether it be the osteopathic or homeo- 
pathic physican, the lawyer, the clergyman, or the 
white collar or laboring personnel, is any different 
from the viewpoint of any honest, forward-looking 
citizen. I believe the duties of any good citizens, of 
any group of men who have had educational and cul- 
tural opportunities, are the responsibilities that we 
all should recognize and honor. These responsibilities 
were aptly expressed by Dr. Raymond Fosdick in an 
arrestingly vital article in the New York Times Maga- 
‘zine, entitled “One World or None.” In this article 
Dr. Fosdick points out our dilemma in forthright 
fashion. He asks: “Can we educate ourselves and 
others fast enough to make our technological knowl- 
edge our servant, or will it become our master?” 


In an atomic age, horse and buggy thinking, or 
even Model T thinking, will not suffice. We must 
understand that the only answer to atomic power is 
the power of individual conscience and moral law. 
We must emerge from our prewar habits of think- 
ing, not with prejudice against other peoples, but with 
an understanding and a will to build a cooperative 
society based upon cooperative thinking and not force. 
Therefore it becomes the duty of all of us to be co- 
operative. We cannot meet our duties by apathy or 
selfish indifferences. Particularly is this true on the 
part of doctors who usually dissociate themselves from 
civic and cultural responsibilities of their communities. 
This goes even further, in that most doctors isolate 
themselves from the advancement of their own pro- 
fession. 


It would be possible and very pedagogical for me 
to enter upon a discussion of the various theories of 
man and his responsibilities. We might spend some 
time on the homo sapiens theory, or on Naziism versus 
Christianity. I might spend time discussing the psy- 
chological or psychoanalytic views of man through the 
theories expressed by Freud, Jung and Adler; or we 
might go into lengthy discussions by such writers as 
Murphy, Jensen and Woodworth. 


But I am quite sure that if these theories were 
discussed we would leave here this afternoon saying: 
“I am different. I do not fit into any of these theories.” 
Therefore, let us put up a mirror and look at ourselves 
as osteopathic doctors in the cities, villages and rural 
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communities, and while looking ourselves straigh: in 
the eye, ask this question: ‘““What am I, as an osteo- 
pathic physician, as a man who has had the good 
fortune of years of study and mental training, doing 
for my fellow man over and above the therapcutic 
duties for which I have no hesitancy in charging coin 
of the realm to satisfy my personal needs and to wall 
myself in from community activities?” A second ques- 
tion I would like you to ask yourselves is: ‘““What con- 
tribution do I make to my community, state, nation 
and profession other than idealistic criticisms of how 
other people are trying to make me cooperate?” In 
order to answer these questions honestly, let us go 
back to the day when we received our diploma {rom 
college; when we were the pride of our parents, 
relatives and friends because we had been successful 
in our studies so that we could enter the field of the 
healing arts. We were all aglow with the big things 
we were going to do for humanity. We were going 
out, not to fight the world, but to heal its ills and 
make it a better place in which to live. Gentlemen, 
your ideals have never been attained! The reason 
you never attained them is that during the first years 
of your practice you had to slave and save in order 
to equip your office, to make contacts so as to build 
up your practice in order that you might make a living. 
In the 2, 3 or 4 years that you were striving in 
this manner, your ideal of helping an ailing world 
narrowed down until it finally reached the point where 
you were deing your utmost when you were assisting 
the physically afflicted. You were satisfying a part 
of your ideal; however, the form of your original 
ideal is now changed, so that it is: Heal the afflicted, 
shield myself and let the rest of the world go by. 


As I have inferred, most doctors realize their 
responsibility to their community as doctors, but few, 
if any, realize or appreciate their responsibility as 
citizens. I believe it is an established principle that 
doctors of any school are proficient in their profession, 
but as a class these educated men seem to know but 
little of the details of civic pride. They are conscious 
of these problems in so far as they affect the pocket- 
book, but the why of the problem seems to !« of 
very small concern to them. 

When a doctor is approached to assist in civic 
matters his attitude is usually one of indifference and 
the usual answer to a request for aid is: “I dv not 
have time.” This answer has been accepted by and 
large as being a true one, and the feeling has ‘en, 
“Poor Dr. X. He is so overworked.” But, gentle- 
men, today I feel this attitude is changing. 
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Because today the average citizen looks at the local 
doctor; he appears to be well fed and well clothed. 
He drives a good car, belongs to the best clubs, and 
will see the physically afflicted only by appointment. 
All of these things lead the general public to believe 
that the doctoz’s life is anything but a hard, drudging 
career. Today, when a civic project requires extra 
«fort, when the civic-minded people are seeking trained 
minds to assist in carrying the burdens of the project, 
and some one mentions the name of the doctor, you 
will get this answer from members of the committee: 
“Oh, he is not interested. He will not be of any help.” 


One of the hardest jobs of a civic committee is 
to get doctors to become members. If they are suc- 
cessful in getting a doctor to become a member, it 
then becomes a matter of labor to get the doctor to 
become active, to be regular in attendance and to be 
efficient in the work of the civic organization. In 
civic life there is no cultural class of citizens more 
prone than the doctors to say, “Oh, let George do it,” 
and who, later, are more prone to criticize the work 
that is being done by a willing group. This is true 
in most communities. This is not right, and the pub- 
lic-minded citizen knows it is not right; and the 
prestige of the doctor is suffering from his horse and 
buggy thinking that: My job is to heal physical ills 
and there I stop. 

Gentlemen, the doctor’s attitude due to his train- 
ing IS to heal physical ills, but in this day and age 
physical ills are not all in the individual body. Many 
physical ills are caused by lack of civic development 
and progress. A doctor is trained to seek the root 
of the trouble. Throughout his preprofessional and 
professional life this is the major endeavor. A doctor 
may be interested in your bellyache, but what he is 
principally interested in is what made it ache. The 
doctor has the ability to attach significance to small 
and seemingly unimportant things that are not seen 
by the average person, and many times in an ailing 
community as well as in an ailing person, it is these 
small things that are the keys to the solution of the 
problem. Why shouldn’t the doctor make use of his 
training and abilities for the curing of civic ills as 
much as the teacher, the lawyer or the minister should 
give up his time to assist in such matters. All over 
the country there are the unusual doctors: who are 
serving as leaders in civic organizations and they are 
all doing a fine job. These organizations in which the 
doctors are interested are progressing because these 
learned men bring to any work an intelligence, experi- 
ence and dynamic power that few other citizens have 
to bring. 

With these facts before us, why is it that doc- 
tors, as a rule, take so little interest and are so in- 
active in civic affairs? I do not believe the answer 
is hard to find. I think that, contrary to accepted 
public opinion, the average doctor is diffident, shy and 
self-effacing, and usually unaware of his potential 
value to his community. His social circle is usually 
small and he is known to his fellow citizens only as a 
doctor. He is not known as a person easy to meet. 
He is put on a pedestal and there he stays, not because 
he likes it, perhaps, but because he does not know 
-s - nor is he willing to attempt, to jump down grace- 
ully. 

A doctor is trained to concentrate; he is taught 
‘o study intensively a field that is very limited in social 
areas, and he does not attempt to expand and use this 
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knowledge and training in large fields and for the 
betterment and progress of greater social areas. 

You may now well ask: “How do you recommend 
that we proceed so as to become more active and valu- 
able to community life?” My first suggestion is: Think 
of yourselves as problems. This is something new 
and startling; however, it is putting the responsibility 
of civic needs, of community behavior, etc., squarely 
upon your own shoulders as citizens, where this re- 
sponsibility belongs, rather than passing the buck to 
the politicians, the school or the church. If you do 
this it will aid in getting you, as professional men, 
thinking along the line of the common citizen re- 
sponsible for social problems in your community. If 
you will start analyzing yourselves and your reaction 
in the light of community problems, and start asking, 
“What will I do?” you will soon get a better picture 
of what your community needs and what you can do 
to assist in meeting these needs. 


There is one section of your community responsi- 
bility with which you should closely align yourselves. 
That is the educational program. The educational 
program of any community is part of the civic and 
cultural responsibility of all professional people, as 
well as of the general populace. It is through the 
educational program of your community that the com- 
munity ills may receive their first treatment. It is 
through the educational program that our future 
citizens—lawyers, preachers, teachers and all branches 
of the medical profession—will be prepared. If you 
do not, as members of the osteopathic profession, assist 
in starting and developing the educational programs 
in your community, you are not only letting down 
your own community, you are letting down the youth 
of the country and your own honored profession. It 
is from this source that the young men and women 
who will follow in your footsteps and become capable 
osteopathic physicians will rise. They need your help, 
because their minds are fresh and intent upon de- 
velopment for good service to humanity. It is through 
your interest and help in them and their problems that 
they will develop. 

In my association with men in your profession 
in New York State, some of the main gripes that 
they expound within your own circles are: “We do 
not have hospital rights ;’ “We cannot do this or that 
which is permitted to other schools of medicine.” It 
is always, “I can’t,” or “We are not permitted.” Gentle- 
men, instead of always bewailing and saying, “I can’t,” 
or “We are not permitted,” what are you doing about 
it? Nothing except filling the bag with more hot air. 
Were you to exert vour forces through community 
education, through county legislation and finally state 
legislation, you could develop for yourselves the same 
privileges as the other schools of medicine. You are 
to blame for this lack, not the state, the community or 
your educational system. I say this with feeling, 
knowing how your organization gives lip service to 
progressive ideas. But when you as individuals are 
asked to cooperate in developing a program you leave 
it to the usual four or five “pack horses” and you lash 
with a whip, rather than taking hold and helping them 
pull the load. This is a civic responsibility for the 
good of your own profession and for the enlighten- 
ment of the public in general. Another factor which 
falls definitely upon your shoulders is that of lending 
your aid locally for the information concerning your 
colleges and other institutions of learning which assist 
young people in preparing for your profession. Your 
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profession, its schools and institutions, cannot be 
honored if you fail to do your part in their growth 
through the enlightenment of others with whom you 
come in contact. 


Much of the greatness of our country has been 
contributed by leaders in medical science. You will 
notice that I say by the leaders, not by medical science. 
You men who are osteopathic physicians have unusual 
qualifications for leadership in your community. The 
type of treatment that you use, the closeness with 
which you work with individuals, gives you a grand 
opportunity to learn about civic needs, to learn about 
the thinking of other people. What are you doing 
with this gift? Mainly, you are using it for a narrow, 
selfish interest. By and large, you are not applying 
it over a wide range for the good of your community. 


Good government, good schools, good neighbor 
relations, yes, in fact, the success or failure of the 
United Nations, depends upon you, and you, and you, 
as individuals. It is part of your opportunity and 


UNUSUAL TUMOR IN RABBIT—Burns 
(Continued from page 158) 


recognizably abnormal. The mammary glands were 
normal for the postpartum state. 

Ethyl chloride was given gently. She did not 
struggle or show evidence of discomfort, but much 
more than the usual amount was necessary to provide 
the quietus. Autopsy was made immediately. 


The body was very thin and pale. Face, skull 
and brain showed no asymmetries and no tumors. 
Lungs were hyperemic, probably because of inhalation 
of ethyl chloride in considerable amount. No tumor 
masses were visible or palpable. Heart was pale and 
flabby, not hyperemic, not fragile, not dilated. All 
abdominal and pelvic viscera were paler than normal. 
The pancreas was surrounded by tumor masses, but 
not anywhere invaded. Liver was extremely pale. 
Tumor masses touched the capsule, but did not invade 
it, nor was any tumor mass adherent to the capsule. 
The gall-bladder was normally filled with bile of 
normal appearance. Tumor masses surrounded the 
gall-bladder but were nowhere adherent to it. 


Stomach was normal in size, and contained a 
small amount of cellulose and abundant masses of 
the rabbit’s own hair. Duodenum was surrounded 
and compressed by tumor masses but was nowhere 
adherent to the tumors nor invaded by tumor cells. 
Other intestines were almost completely empty, and 
densely surrounded by tumor masses but nowhere 
adherent to them. The inner surface of the intestines 
was normal throughout their entire extent. Both kid- 
neys were densely surrounded by the tumor masses; 
the renal capsules were intact and were easily stripped 
from the kidneys. No tumor was found within either 
kidney. The bladder and ureters also were surrounded 
but not invaded by the tumor masses. The adrenals 
could not be found. Tumor masses above the right 
kidney were large and apparently older than the other 
masses. Those above the left kidney were almost 
as large, while those elsewhere in the abdomen were 
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your responsibility as individuals to work with all 
peoples for the fulfillment of our constitutional prom- 
ises. There is an old, tried and true statement that 
when you give a service you receive more than you 
give. We talk about democratic government and pr. - 
cedures. We talk about the democratic method «{ 
solving problems, but how little we make use of the-c 
methods. 

In closing, may I ask: Are the osteopathic phy-'- 
cians democratic people? Are they democratic in th: 
professional activities, and are they democratic in th 
professional organizations? Are they democratic a: 
do they use democratic methods of solving their ci\ ¢ 
problems and meeting their civic responsibilities ? 

Finally, I urge each of you to exercise full p: 
ticipation in the civic life of your community. I ure 
you to analyze yourselves, to know your civic dut 
and to practice them. I urge you to know your ci 
rights and to demonstrate them. Most of all, I wm 
you to be men and women fearless and eager to ass 
in the curing of civic ills. 


relatively smaller. Uterus was normal for postparti 

state. Ovaries, broad ligaments, uterus, all were sur 
rounded by tumor masses which were not adhere: 
and which did not invade the tissues. 


The mesentery contained small tumor mas: 
which followed the veins and lymphatics but did not 
cause folds of the mesentery to become adherent in 
any area. 


Tumor masses presented a cauliflower-like ar- 
rangement. Every part was connected with anether 
part by broad, heavy strands of the tumor. There 
was no evidence of any metastasis and the tumor ev- 
dently grew by direct extension alone. Except in the 
mesentery, there was no evidence of invasion of tissues 
normally present. There was no evidence of adhesions 
of tumor masses with the peritoneum nor with struc- 
tures normally present, nor was any tumor mass super- 
ficially adherent to another. 

The tumor was found to be a liposarcoma in 
which the sarcomatous areas were small, abundant, and 
rather widely separated, a tumor rarely found in 
human or animal subjects. Its structure indicates «e- 
velopmental origin. Fatty tissue was embryonic in t) pe 
in many areas. In this case the tumor evidently beg: 
rapid growth when the rabbit was about 6 monih: 
old, which corresponds roughly to the age of pubert: 
in human beings. No relation between the acciden: 
lesions and the tumor development is apparent. 
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CORRECTIONS 


In “Observations on the treatment of hypermotile }: 
by injection,” by:Dr. B. B. Bahme, in the JourNaL AMER! 
OstTEoPATHIC Association, November, 1945, plates 1 on | 
104 and 9 on page 106 are transposed. 

In “Influencing the vegetative nervous system thr: 
manipulation,” by Dr. Geo. W. ‘Northup in the Jour 
AMERICAN OstTEOPATHIC AssocraTiIon for September, 
page 5, second column, the second complete paragraph sh 
read: “Let us get out of the rut and not give patients ‘h: 
less’ sedatives.” 
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Department of Professional Affairs 


DONALD V. HAMPTON, D.O. 
Chairman 
Cleveland 


COMMITTEE ON SPECIAL MEMBERSHIP 
EFFORT 


STEPHEN B. GIBBS, D.O. 
Chairman 
Coral Gables, Florida 
MEMBERSHIP REPORT 

A fair number of membership applications have been 
received during the first 6 months of the year. We are 
in lined to believe that the number of new and renewal 
memberships will far exceed the number of losses through 
nonpayment of dues. Our optimism is based upon the 
hich per cent of renewal applications. It leads us to 
believe there will be very few who fail to pay the annual 
duces and lose their membership. If such is the case, the 
goal of 8,000 A.O.A. members by June 1, 1946 is a possi- 
bility. 

Several states have already reached or even passed 
their alloted membership quota for the year. It shows 
that the proposed budget was not unreasonable. This 
should encourage some of the slower states into showing 
greater activity. Every state can reach its quota if the 
proper effort is made. 

This is the last notice to members to pay their dues 


immediately and insure listing in the 1946 A.O.A. 
Directory. 

S. B. G. 

MEMBERSHIP REPORT AS OF NOVEMBER 1, 1945 

Membership count, October 1, 1945...............-------------+--- 7,600 
Applications received in October, 1945............ 47 
Recent graduates licensed ‘ 7 

54 
Less: Deaths and Resignations............................ 3 

51 
Total membership count, November 1,: 1945............... 7,651 

HONOR ROLL 

Dr. Bernard Abel Dr. Robert D. McCullough 
Dr. H. A. Barquist Dr. C. M. Parkinson 
Dr. J. B. Donley Dr. C. A. Povlovich 
Dr. Allan Eggleston Dr. Emory R. Remsberg 
Dr. O. R. Hurd Dr. Ralph Thomas 
Dr. Ivan P. Lamb Dr. V. L. Wharton 
Dr. Dorothy J. Marsh Dr. John P. Wood 


Department of Public Relations 
CHESTER D. SWOPE, D.O 


Chairman 
Washington, D.C. 


STUDENT AND PRIVATE PILOT PHYSICAL EXAMINATIONS 

By order of the Civil Aeronautic Administration, physi- 
cal examinations for student and private pilots may be made 
by any “competent, licensed physician.” C.A.A. inspectors are 
authorized to accept a medical certificate from an applicant 
where such certificate has been executed by any doctor of 
medicine or doctor of osteopathy licensed to practice under 
the laws of the state involved. 

Any person piloting an aircraft is required to have in his 
Possession a medical certificate showing that he has met the 
physical requirements appropriate to his ratings within the 
following time limit: Student and private pilots, 24 calendar 
months. The certificate is retained by the holder with his air- 
man certificate unless it is recalled by the proper authority, 
or is voluntarily surrendered. 

The report of physical examination for student and 
Private pilots (Form ACA-1345, rev. 7-15-45) states, in con- 
nection with the medical certificate: “Two considerations 
govern the preparation and issuance’ of the certificate’ by the 
mining physician. These are: 


DEPARTMENTS OF PROFESSIONAL AND PUBLIC AFFAIRS 183 


“(a) Structural defects (eyes, ears, limbs, etc.) which are 
to be recorded on the certificate for the information of the 
flight instructor. This is to enable the instructor to determine, 
after initial instruction is given, whether the recorded defect 
will prevent the student from obtaining satisfactory flight 
skill. This information also definitely sets forth the conditions 
under which the certificate is issued. 

“(b) Organic defects (heart failure, epilepsy, diabetes, etc.) 
which would likely cause sudden incapacitation during flight. 
When the examining physician determines that the existence 
and extent of such defects would prohibit the applicant from 
undertaking flight training, he shall refuse to issue the cer- 
tificate to the applicant.” 


It is incumbent upon all examining physicians to comply 
minutely with the Civil Aeronautics Administration instruc- 
tions and regulations regarding preparation and issuance of 
medical certificates. Too great emphasis cannot be placed upon 
the part and responsibility of the examining physician to make 
private flying as safe as possible. 


STATES TO LEGISLATE STANDARDS FOR HOSPITALS 
RECEIVING FEDERAL AID 

On October 30 the State Committee on Education and 
Labor favorably reported to the Senate a revised version of 
S-191, the Hospital Survey and Construction bill. 

The bill has two principal objectives: 

1. To assist the states to survey the needs for additional 
hospitals, health centers, and allied health facilities to serve 
all their people, and 

2. To aid in the construction of public and nonprofit hos- 
pitals and health centers in accordance with these predetermined 
needs as shown in over-all state plans. 

The committee report points out that our national health 
rests upon four main pillars: medical research, preventive 
medicine, medical care, and hospitalization, and the bill is 
designed to strengthen all four through the provision of more 
adequate hospital facilities. 

The bill requires a thorough state-wide survey of need 
and the development of a program of construction before any 
public funds are expended for new hospital facilities. In recom- 
mending the bill the committee stated that S-191 is addressed 
only to the provision of physical plant and it does not directly 
deal with the maintenance and operation problem. Assistance 
in the cost of maintenance and operation of hospitals in the 
neediest areas would be considered in separate legislation 
when more information is available from the surveys to be 
made. 

Five million dollars is authorized for allotment to the 
states on the basis of population for aid in making the state 
surveys, no state to receive less than $10,000. 

Seventy-five million dollars is authorized for each of the 
next five fiscal years for aid in the construction program 

Two state plans are called for, namely : 

1. For surveys and planning, and 

2. For construction. 

The state survey plan is required to designate a single 
agency to conduct the hospital survey and to prepare a pro- 
gram of construction; provide for a state advisory council 
broadly representative of nongovernment as well as govern- 
ment groups concerned with the operation, construction, use, 
and need of hospitals; provide for reports to the Surgeon 
General substantiating the need for new construction 

The state hospital construction plan would be required to 
designate a single state agency to administer, or supervise 
the administration of, the construction program; provide for a 
State Advisory Council to consult with the state agency in 
carrying out the plan; set forth a hospital construction pro- 
gram based on a state-wide inventory of existing hospitals 
and survey of need, which conforms to the regulations 
promulgated by the Surgeon General; provide for affording 
to applicants a hearing before the state agency; provide mini- 
mum standards for the maintenance and operation of hospitals 
included in the plan. 

In connection with the provision of minimum standards 
of maintenance and operation of the hospitals in the state 
plan, the Senate committee stated: 
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“Standards of operation and maintenance.—The bill as 
amended by the Committee makes clear that the provision of 
minimum standards for the maintenance and operation of 
hospitals shall be a matter entirely for determination by the 
respective states. A provision was included, however, to the 
effect that each state must, prior to July 1, 1947, enact legisla- 
tion establishing minimum standards for the maintenance and 
operation of hospitals which shall have received Federal aid 
under this bill. Questions such as the place of osteopathy in 
general hospital service would be determined by state law. 
Any state which failed to enact such legislation would be 
deprived of further allotments under the bill.” 


The Federal Government’s regulatory control is limited to 
specified general requirements, and covers the following 
matters : 


“(a) In the case of general hospitals, the distribution is 
intended to recognize base areas, intermediate areas, and rural 
areas, and the regulations will provide the general method or 
methods by which beds will be distributed among such areas. 
An over-all limitation, for purposes of the present program, 
would be four and one-half beds per thousand population, 
except that higher figures would be permitted in sparsely 
populated states, and except that bed facilities in excess of the 
standard within certain areas of the state might be disregarded 
in computing the requirements of the rest of the state. Federal- 
ly owned hospitals would generally be excluded from the 
computation of existing facilities for purposes of this para- 
graph and paragraph (b), since most such hospitals are 
operated primarily for some nation-wide group rather than for 
people residing in the particular state. 


“(b) The limitation upon other hospitals would be: In the 
case of tuberculosis, 2% times the annual average deaths from 
this cause; in the case of mental hospitals, 5 beds per 1,000 
population; and in the case of chronic disease hospitals, 2 
beds per 1,000 population. 


“(c) The limitations on public health centers would be 
1 per 30,000 population. 

“(d) Regulations are also authorized prescribing the 
manner of determination of priority of projects within a 
state, based upon the relative need of different sections of the 
population and of different areas lacking adequate hospital 
facilities, with special consideration to be given hospitals 
serving rural communities and areas with relatively smal! 
financial resources. 

“(e) Regulations are also authorized covering general 
standards of construction and equipment. 

“(f) The regulations would require that the state plan 
provide for adequate hospital facilities for the people of the 
state, without discrimination on account of race, creed, or 
color, and for adequate hospital facilities for persons unable 
to pay therefor. Regulations may require that an applicant 
for an individual hospital construction project give assurance 
to the state that it will serve all persons residing in the 
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territorial area of the applicant, but if the regulations do so 
prescribe, they must make an exception where separate hospi! 
facilities are provided for separate population groups, if t 
state construction plan makes equitable provision on the bas; 
of need for facilities and services of like quality for ea 
such group. The regulations may also require that an app!i- 
cant give assurance to the state that it will furnish a reas: 
able volume of hospital services to persons unable to pi 
therefor, unless the hospital is financially unable to undertake 
such a commitment. 

“(g) Finally, provision is made for regulations prescr:))- 
ing the general methods of administration of the plan 
the state agency, subject to certain limitations set forth 
section 623. It will be observed that this authorization rela 
solely to administration of the construction program by 1 
state agency, and does not in any way relate to the admin 
tration of hospitals constructed under the program.” 

A Federal Hospital Council is created to consist of | 
Surgeon General and eight members to be appointed by 
Federal Security Administrator. Five of the eight appoin 
members are required to be persons outstanding in fic 
pertaining to hospital and health activities, three of wh 
shall be authorities in matters relating to operation of | 
pitals, and the other three members shall be appointed 
represent the consumers of hospital services. The Cou 
is authorized to appoint such special advisory and technic: 
committees as may be useful in carrying out its functic 

Under definitions, the term “hospital” is defined as “pul lic 
health centers and general, tuberculosis, mental, chronic <¢ 
ease, and other types of hospitals, and related facilities, si 
as laboratories, out-patient departments, nurses’ home 
training facilities, and central service facilities operated 
connection with hospitals, but does not include any hospit: 
furnishing primarily domiciliary care.” 

The term “public health center” is defined as “a publicly 
owned facility for the provision of public health services, 
including related facilities, such as laboratories, clinics, and 
administrative offices operated in connection with public health 
centers.” 

The term “nonprofit hospital” is defined as “any hospital 
owned and operated by a corporation or association, no part 
of the net earnings of which inures, or may lawfully inure, 
to the benefit of any private shareholder or individual.” 

The term “construction” is defined as “includes construc- 
tion of new buildings, expansion, remodeling, and alteration of 
existing buildings, initial equipment of any such buildings, and 
landscaping the site thereof; including architects’ fees, legal 
counsel, and all other expenses incidental to construction, |ut 
excluding the cost of off-site improvements and, except with 
respect to public health centers, the cost of acquisition of 
land.” 


on 


The term ‘cost of construction’ means the amount found 
by the Surgeon General to be necessary for the construction 
of a project.” 


Current Osteopathic Literature 


THE NEWS BULLETIN 
MAINE OSTEOPATHIC ASSOCIATION 
PORTLAND, MAINE 
7: No. 7 (October), 1945 


_Aianere of Fractures. Louis R. Farley, D.O., Portland, Maine. 


Pooling Our Osteopathic Experience. Frank S. 


Thomas, D.O., Portland, Maine.—p. 

*Aftercare of thinks that the great- 
est restoration of function compatible with the original 
injury in fracture cases depends to a great extent on 
proper aftercare. Modern fracture treatment requires 
adequate immobilization of the fracture with as active 
use of the part and of the body as the immobilizing apparatus 
allows. 


The fractured part is not removed from the cast 
splint for massage or passive motion until bony uni 
has taken place. Forced passive motion generally d 
more harm than good. In case of edema or atrophy 
musculature of the lower extremity, it may be necess«‘! 
for a time to use elastic bandage or to strap the arch 
the foot. 


The physician is warned against using diatherm) 
short wave diathermy when internal metallic fixat 
appliances have been employed in operative treatn 
of fractures, as extensive tissue damage can result. Far 
thinks that dietary deficiencies should be corrected, 
that the use of calcium, vitamins, etc., is not essentia’ i 
routine aftercare of fractures. 

Estuer Smoot, D.O 
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OSTEOPATHIC MEDICINE 
PHILADELPHIA 


3: No. 3 (September), 1945 


Diabetes Mellitus with Carcinomatosis and Many Other Unex- 
ned Complications: A Case Report with Autopsy Findings. William 
dwin, Jr., A., D.O., Philadelphia.—p. 65. 

*Toxemias of Pregnancy: A Working Hypothesis. ulian L. 

nes, iit, D.O., Philadelphia, and Olwen E. Forbes, D.O., Media, 

p- > 

*Toxemias of Pregnancy: A Working Hypothesis.— 
Mines and Forbes say that conclusive evidence is still lacking 
that a specific toxin is responsible for the production of 
tovemias of pregnancy. They believe with others that téxemia 
is not due primarily to uremia, liver insufficiency, hypo- 
glycemia, electrolyte imbalance, hypocalcemia, guanidine intoxi- 
cation, pyelonephritis, hypothyroidism, overactivity of the 
posterior pituitary gland, or hypoproteinemia. 

Their hypothesis of cause is: The toxemias of pregnancy 
are not disease entities, but are conditions or processes which 
result from altered metabolism of the pregnant Organism. 
The writers consider the metabolic functions of the pregnant 
organism as a whole, of certain organs and systems which 
have known clinical relation to pregnancy, and they analyze 
the effect of certain specific dietary components on metabolic 
functions. 

It is assumed that optimal metabolism is dependent on 
adequate nutrition for which satisfactory functional levels of 
the maternal assimilative, detoxifying, excretory, endocrine, 
and reproductive. organs would be necessary, and that this 
level is adequate prior to pregnancy. 


“In the search for factors causing the toxemias of preg- 
nancy, we were led to dietary deficiency by two main con- 
siderations: A detailed survey of the geographical, seasonal, 
and gradual yearly decline in their incidence, and by recent 
experimental production of renal fatty degeneration, hepatic 
fatty degeneration, hemorrhage and necrosis, following diets 
deficient in choline, the amino acids methionine and cystine, 
and in the specific vitamins essential for their proper meta- 
bolism. . . . / As a result of this investigation we believe that 
the physiologic changes in the liver, kidneys, placenta, and 
cardiovascular system observed in the toxemias of pregnancy, 
can be explained on the basis of dietary inadequacies involving 
a deficiency of lipotropic factors, of methyl groups, and of 
sulfhydryl groups.” 


The writers then go into detail to show the actual and 
probable effects of the chemical reactions of these groups 
in toxemic states, giving considerable attention to degeneration 
and hemorrhage in the liver; renal pathological conditions 
which some internists think are secondary to liver changes; 
and to abnormal functioning of the placenta and the endocrine 
glands. Water balance, oxygen transport, nervous physiology 
and the body’s need for all of the vitamins, are all tied in 
with the chemistry of body metabolism. 
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“Summary of Pertinent Physiologic Relations of Methionine, 
Choline, and Cystine 


“Methionine and cystine as sourtes of sulfhydryl groups 
are important for maintaining 
1. normal ergothionine content of erythrocytes, 
2. normal glutathionine content of all cells for 
a. intracellular detoxifying processes, 
b. intracellular oxidation-reduction processes, 
c. normal synaptic function, 
3. normal amount of taurocholic acid in bile, 
necessary for 
1. normal synthesis of insulin, 
2. detoxifying indole and skatole in the liver, 
3. normal carbohydrate, fat, and _ protein 
activity, 
4. neutralizing chorionic gonadotropin and pituitary anti- 
diuretic hormone, 
5. synthesis of fibrinogen by the liver, 
probably essential for 
synthesis of estrogens and progesterone. 
“Methionine and choline as sources of 
and as lipotropic agents are important for 


enzymatic 


methyl groups, 

1. methylation of guanidoacetic acid, 

2. neutralizing posterior pituitary pressor substance, 

3. lipotropic activity in 

a. cholesterol and sterol metabolism, 
b. neutral fat and phospholipid metabolism, 

4. synthesis of acetylcholine necessary for nerve impulse 

transmission, 

5. synthesis of estrogen and progesterone.” 

The relative intake of fat and protein is important in an 
adequate diet in pregnancy. The fat in whole milk, eggs 
and butter should replace fatty meats and fried foods. Milk, 
milk products and eggs should be primary sources of protein, 
supplemented by liver and other organ, or lean muscle, meats, 
peas, dried lima beans, wheat glaidin, wheat germ, and dried 
brewer's yeast which contains yitamin B complex, 46.1 per 
cent protein and 36.6 per cent carbohydrate. Daily intake 
of whole wheat cereal, fresh fruits and vegetables will help 
maintain normal metabolic chemistry. 


In toxemias of pregnancy, restriction of fat and muscle 
meat with a complementary increase of carbohydrate may be 
necessary for protection of the liver. In these cases skim 
milk should be substituted for whole milk. Though estrogenic 
substance, adrenal cortical hormone and thyroid are useful in 
toxemias, they are substitute measures and do not alter 
primary metabolic causations. 


Mines and Forbes believe that intensive, specific amino 
acid therapy coupled with high carbohydrate administration, 
and the use of calcium and specific vitamin therapy, may 
prove to be protective measures against toxemias of pregnancy. 

Estuer Smoot, D.O. 


Current Medical Literature 


GOLD THERAPY IN RHEUMATOID ARTHRITIS 


The use and abuse of gold therapy is considered by 
Bernard I. Comroe in the Journal of the American Medical 
Association, July 21, 1945. He believes that conservative 
treatment should be followed in rheumatoid arthritis for 
several months before employing gold salts except in patients 
with a rapidly progressing form of the disease. Some physicians 
employ gold at the onset because results are better in the 
early cases. Gold salts should not be used in any joint disease 
except rheumatoid arthritis and it does not benefit all patients 
with this disease. 

Toxic symptoms may appear at any time during therapy. 
Extreme care must be exercised in using gold salts and the 


physician must be familiar with the details of treatment before 
instituting it. From 10 to 20 per cent of patients suffer relapses 
after stopping treatment and relapse may be as high as 35 per 
cent. A much smaller incidence is noted after therapy over a 
prolonged period using small doses. Relapses usually occur 
within 6 to 12 weeks following discontinuance of the drug, 
but may occur 1 or 2 years leater. 

When small doses are used the patient does not usually 
notice definite improvement until 1 to 3 months have passed. 
Pain in the joints is the first symptom relieved, then swellings 
become softer and disappear. Next there is a return of general 
strength and improvement in appetite while the fever slowly 
subsides. In patients in the early stages of the disease with the 
inflammatory processes limited chiefly to the soft tissues, 
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amazing improvement may follow cautious administration of 
gold salts. In more advanced cases results are not so spectacu- 
lar, but the inflammatory process may be checked and swelling 
and pain reduced. Gold therapy, says the writer, does not 
form the sole treatment of patients with rheumatoid arthritis ; 
the individual must be treated as well as his joints. 

Katuertne Becker, B.A. 


HERNIATION OF FASCIAL FAT AS CAUSE OF 
LOW BACK PAIN 

In six cases excruciating pain in the back was relieved by 
removal of a herniated tumor of fascial fat reports Ralph 
Herz, M.D., in the Journal of the American Medical Associa- 
tion, July 28, 1945. In every case there was found a palpable 
mass which was a trigger point of pain. These trigger points 
tend to occur in certain predictable sites in the lumbar and 
gluteal areas and through most of the dorsal area. 


Underneath the subcutaneous fat and areolar tissue there 
is the highly vascular superficial fascia which is a continuous 
sheet from the neck to the gluteal region. Space between this 
and the deep fascia is principally potential, containing little or 
no fat. However, deposits of pinkish fat constantly occur in 
well defined places. These, with equally constant deep areas, 
constitute the basic fat pattern. An anatomic study by Copeman 
and Akerman has shown that the trigger points of pain in the 
back apparently have a topographic relation to the basic fat 
pattern. Herniations of fat lobules through fascial weak points, 
deficiencies or foramens was found at dissection. Such hernia- 
tions were proved to be sites of pain in living persons. 


In all six cases reported in this article there was a history 
of trauma due to strain which initiated the pain. Pain in the 
back was severe in all cases and in some instances it was 
referred down the leg. Important diagnostic features were 
the severity of the pain, the frequency of pain radiating down 
the leg and the presence of a palpable tender mass which was 
a trigger point of pain which could be temporarily relieved by 
injection of anesthetic solution around the mass. 


In the six reported cases fairly wide dissection of fat in 
the painful area has relieved the pain whether or not the 
herniation could be clearly delineated. From a surgical stand- 
point removal of the palpable fat mass presents some difficulty, 
especially where there is considerable superficial fatty tissue. 
In the first case a wide dissection of fat in the painful area 
relieved pain immediately and permanently. In subsequent 
operations the palpable mass was transfixed by needles before 
the incision was made. In the first three cases no definite mass 
was clearly differentiated as the palpable nodule. At the fourth 
operation a fat tumor popped into the wound on dividing the 
superficial fat and retracting the edges of the wound. 

The writer feels that in many cases of back pain of 
obscure origin and which fail to respond to symptomatic 
treatment fascial fat herniations may be the cause and surgical 
removal may give prompt and lasting relief. 

Katuerine Becker, B.A. 


MEASUREMENT OF JOINT MOTION 


A measuring device that is simple, accurate and inexpensive 
is described by Catherine C. West, M.D., in the Archives of 
Physica! Medicine, July 1945. This goniometer is a boxwood 
carpenter's rule, Lufkin No. 836L. At full length it measures 
24 inches; it folds once to 12 inches and again to 6 inches. 
It has a level and protractor whose scale is in 5-degree units 
up to 180 degrees. The goniometer is adaptable to all measure- 
ments of joint motion. 

The basic motions of flexion and extension are described 
on a full circle of 360 degrees in a sagittal plane of the 
anatomic position which is described as follows: The human 
hody is regarded as standing erect, the eyes looking forward, 
the arms by the sides and the palms and the toes directed 
forward. Flexion is the motion that approaches zero and 
extension is the motion which approaches 360 degrees. The 
difference between the two is the range of motion in that 
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plane. The angle of flexion is acute and the angle of extension 
is obtuse. The range of motion can be seen easily. All flexion 
movements are forward in a sagittal plane except that of the 
knee which is backward. All extension motions are backward 
in a sagittal plane except that of the knee which is forwar' 

In using a goniometer the principle of flexion approaching 
zero and extension approaching 360 degrees must be kept in 
mind. The arms of the goniometer may be used interchange- 
ably. For some joints, i.e. the elbow, the movable arm of tlie 
goniometer approaches zero during flexion and gives the rea’l- 
ing directly, but for the shoulder the goniometer is turn d 
around for the movable arm to follow the humerus. Thus the 
reading is found to be approaching 180 degrees and must | « 
subtracted from 180 degrees to find the shoulder flexion ang'e 
Some protractor scales have two rows of figures reading in 
opposite directions, in which case the reading may be mae 
directly. 

The skeletal landmarks for the application of the gov i- 
ometer are described in detail and illustrated. The norn.al 
range of motion for the shoulder, elbow and wrist are 
discussed. 


KaTHERINE Becker, B.A. 


BODY MECHANICS AND POSTURE 


Writing in the Journal of the American Medical Associ.- 
tion, July 28, 1945, on body mechanics and posture, K. |; 
Hansson, M.D., presents the following conclusions : 

“1. The relation between health and body mechanics is 
soundly based on physical laws and on physiology. There is 
increasingly strong clinical evidence of posture and health 
being the cause and effect in many conditions. 

“2. The physician must be trained in the anthropology and 
phylogenesis of anatomy and function, so that he can analyze 
mechanical defects and prescribe proper treatment. 

“3. The question of posture standards is not satisfactorily 
solved, but a certain amount of literature can be obtained from 
the Children’s Bureau, Department of Labor, Washington, D.C 

“4. There is a definite need of more interest and more 
understanding of body mechanics among pediatricians, school 
physicians and internists.” 

In discussing the relation of posture to health Hansson 
states that our body build is largely inherited and cannot he 
changed, but the interrelation of the two hundred bones or 
more which are joined by ligaments and acted on by muscles 
are subject to the same mechanical laws and forces that 
control any machine. Surveys in our colleges show a definite 
correlation between good functional health and good body 
mechanics. Orthopedic surgeons recognize the importance of 
body mechanics as a preventive and curative agent. However, 
the body is wonderfully adjusted to compensate for partial 
deficiency and many persons are content with second or third 
degree health. 

Comparative anatomy, says the writer, teaches a great deal 
about the assumption of erect posture and to understand body 
mechanics it is necessary to consider the changes involved in 
alteration from quadruped to biped. This alteration caused 
changes in the shape and actions of the bones and muscles 
and in the function of the circulatory, digestive, endocrine and 
nervous systems, in the histology of tissues and the chemistry 
of the body. 

The causes of poor body mechanics, according to Hansson, 
include overactivity, insufficient or improper food, weakness 
against gravity and inherited or acquired positions or move- 
ments. Rest, correct quantity and quality of diet, support and 
postural exercises are recommended in therapy. 

The importance of body mechanics in relation to ort!o- 
pedics, pediatrics, gynecology, obstetrics and internal medic ne 


is dealt with in some detail. 
Katuerine Becker, B.A. 


LOW BACK PAIN—TREATMENT BY NERVE BLOCK 

Lydia Shapiro, M.D., states in an article in Jodust) al 
Medicine, July 1945, that low back pain is among the mst 
comnton complaints of the woman worker—so common tat 
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joth doctor and patient consider it a constant nuisance and 
do very little about it. The most prevalent type of backache 
i. that in which persistent subjective complaints are rarely 
substantiated by physical or x-ray examination. The complaints 
are characterized by spontaneous remissions and exacerbations 
which are more or less relieved by strapping and physio- 
therapy. 

On deep palpation of the back, areas of tenderness are 
e) countered reaching up to the posterior superior iliac spine 
ard the middle of the crest and down to the greater sciatic 
noich. From these points an area of hyperesthesia and hyper- 
al esia extends, usually over the lateral surface of the buttock 
and the hip. On passive extension of the hips a click is 
occasionally heard. There is no apparent free motion in the 
sacroiliac or pubic joints. General obesity, a pendulous abdo- 
men and a waddling gait are characteristics of the physical 
picture. The diagnosis is usually made of sacroiliac “derange- 
ment.” 


The background of housework and family duties before 
employment is frequently overlooked in obtaining a _ case 
history. In general all patients, when questioned, give a history 
of having done hard housework for many years, not only 
without adequate intervals of rest, but also during pregnancy, 
postpartum and menstrual periods. Accompanying the general- 
ized obesity and flabbiness of advancing years there is a loss 
of elasticity of muscles and ligaments of the pelvic girdle. 
Constant strain combined with the other factors results in 
strains and sprains following minimum trauma. 


The usual treatment having been found inadequate, it was 
decided to employ novocain injections at the “would be” 
site of the lesion, which on the basis of an empirical concep- 
tion of pathology, was considered to be in the sacroiliac 
synchondrosis and its associated fascial, ligamentous and 
articular structures. Transsacral block of the first and second 
sacral nerves was employed. It was found that after treatment 
there was not only a disappearance of the localized areas of 
tenderness and hyperalgesia, but also a loss of associated 
symptoms. 


It is of utmost importance that strict asepsis he maintained, 
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that the anatomy of the back be studied adequately and that 
the technic of the nerve block be performed thoroughly and 
carefully. Because of the marked relief obtained by the 
women treated and their return to useful work after years of 
incapacitation, the writer feels that the few risks attendant 
upon the use of novocain are justified. She feels that the 
trial of nerve block should be undertaken before surgery in 
this type of patient even where there are the findings of absent 
ankle reflex and doubtful x-ray picture. 
Katuertne Becker, B.A 


OSTEITIS CONDENSANS ILII 


Osteitis condensans ilii is defined as an alteration of the 
bony architecture of the iliac bone adjacent to the sacroiliac 
joint by Hugh F. Hare, M.D., and G. Edmund Haggart, M.D., 
in the Journal of the American Medical Association, July 7, 
1945. Recurrent attacks of chronic low back and pelvic pain 
are the most common complaints accompanying the condition. 
The attacks last from 2 weeks to several months, are usually 
brought on by forward bending or lifting and become more 
severe with repeated occurrence. 

The most important point in diagnosis is to differentiate 
the condition from the arthritides, especially the Marie- 
Strimpell type which it resembles roentgenographically. In 
osteitis the pain remains localized while in arthritis it pro- 
gresses so that it involves the entire spine. Rheumatoid 
arthritis of the Marie-Striimpell type occurs predominantly in 
the male while osteitis condensans ilii has been, in the writer's 
experience, confined to the female. The sedimentation rate is 
consistently elevated in arthritis, but not in osteitis. 


The cause of the disease is unknown. One theory is that 
following trauma, usually childbirth, there is interference with 
the blood supply to the inferior margin of the ilium. 

Conservative. treatment consists of rest, baking, massage 
and a supportive belt and is usually successful in relieving 
the periodic attacks of pain. The writer considers that in 
those cases in which relief is not obtained by conservative 
measures, operative fusion of the sacroiliac joint should be 
considered. 

KaTHeRINE Becker, B.A 


Colorado 
Examinations January 3-5. Applications must be filed in person by 


December 17. Address C. 
Denver 3. 


Robert Starks, D.O., 1459 Ogden St., 


Florida 

Armin R. Frank, Marianna, has been appointed to the Board of 
Osteopathic Medical Examiners for a term expiring July, 1948. 

The officers of the Board are: H. B. Merner, Jacksonville; vice 
president, Dr. Frank; secretary-treasurer, Richard S. Berry, St. 
Petersburg. 

Hawaii 

Examinations January 9. Address Mabel A. Runyan, D.O., secre- 
tary, Board of Osteopathic Examiners, 2333 Kalakaua Ave., 
Honolulu 30. 

Illinois 

Examinations in Chicago, January 8-10. Address Mr. Philip N. 
Harman, Supt. of Registration, Dept. of Registration and Education, 
Springfield. 

Iowa 

Basic science examinations January 8. Application may be filed 
up until examination date. Address Ben H. Peterson, secretary, Board 
of Basic Science Examiners, Cedar Rapids. 


Michigan 
Basic science examination January 11, 12 at Ann Arbor and 
Detroit. Applications must be filed by January 1. Address Eloise 
LeBeau, secretary-treasurer, State Board of Examiners in the Basic 
Serences, 101 N. Walnut St., Lansing 15. 


Minnesota 
Basic science examinations January 2, 3. Applications must be 
tle’ by December 19. Address J. C. McKinley, M.D., secretary, 
State Board of Examiners in the Basic Sciences, 126 Millard Hall, 
University of Minnesota, Minneapolis 14. 


State Boards 


Nevada 


Examinations January 8. Address G. A. Johnson, D.O., secretary, 
Board of Osteopathic Examiners, 207 Wonder Bldg., Reno. 


North Dakota 
Examinations January 8. Address M. M. Kemble, D.O., secretary. 
State Board of ‘Osteopathic Examiners, 6-10 Kresge Block, Mimot. 
Oregon 
_ Examinations January 23-25. Address Lorienne Conlee, secretary, 
State Board of Medical Examiners, 608 Failing Bldg., Portland. 
Pennsylvania 
E. Barrick, York, has been re-elected president of the State 
Board of Osteopathic Examiners. 
Puerto Rico 


Examinations March 7. Applications must be filed 3 months in 
advance. Address Oscar G. Costa Mandry, M.D., secretary, Board 
of Medical Examiners, Box 3854, Santurce. 


Rhode Island 


Examinations January 3. Address W. B. Shepard, D.O., secretary, 
Board of Examiners in Medicine, 911 Industrial Trust Bldg., Provi- 
dence 3. 


Washington 
Basic science examinations January 10, 11. Professional examina- 
tions January 14-16. In both cases applications must be filed 15 days 
prior to examination date. Address Mr. Harry C. Huse, director, 
State Department of Licenses, Olympia. 
Wisconsin 
Examinations January 8. Address C. A. Dawson, M.D., secretary, 
State Board of Medical Examiners, River Falls. 
Wyoming 
Examinations February 6, 7. Address G. M. Anderson, M.D., 
secretary, State Board of Medical Examiners, State Capitol, Cheyenne. 
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Conventions and Meetings 


Announcements 


American Osteopathic Association, Annual Meeting, 
New York City, July 15-19 inclusive, 1946. Program 
Chairman, B. F. Adams, West Hartford, Conn. 

Board of Trustees, Stevens Hotel, Chicago, Decem- 
ber 9-13. 


Academy of Applied Osteopathy, New York City, July 12, 13, 1946. 

American Association of Osteopathic Colleges, New York City, July 
12, 13, 1946. 

American Association of Osteopathic Examiners, New York City, 
July 16, 1946. 

American College of Osteopathic Internists, New York City, July 
12-14 inclusive, 1946. 

American College of Osteopathic Obstetricians, New York City, July 
14, 1946, 

American College of Osteopathic Pediatricians, New York City, July 
12, 1946. 

American College of Osteopathic Surgeons, Kansas City, Mo., Septem- 
ber 30-October 4 inclusive, 1946. 

American Osteopathic Association of War Veterans, New York City, 
July 16, 1946. 

Society of Herniologists, Philadelphia, July 
13, 14, 1946. 

Auxiliary to the American Osteopathic Association, New York City, 
July 15-19 inclusive, 1946, 

California, Board of Trustees, Los Angeles, December 16, 17. 

Eastern Osteopathic Association, Hotel Pennsylvania, New York City, 
March 30, 31, 1946, 

Illinois, Quincy, May 6-8, 1946. Program Chairman, Roe H. Downing, 
Quincy. 

Iowa, Hotel Fort Des Moines, Des Moines, May 12-14, 1946. 

Maine, Poland Springs, June, 1946. 

Massachusetts, Hotel Kenmore, Boston, January 19, 20, 1946. 

Michigan, Civic Auditorium, Grand Rapids, November 5-7, 1946. 

Osteopathic College of Ophthalmology and Otorhinolaryngology, 
Bellevue-Stratford Hotel, Philadelphia, July 12-14 inclusive, 1946. 
Program Chairman, A. C. Hardy, Kirksville, Mo. 

Osteopathic Women’s National Association, New York City, July 17, 
1946. 

Society of Divisional Secretaries of the American Osteopathic Associa- 
tion, New York City, July 12, 13, 1946. 

Vermont, Montpelier, September 25, 26, 1946. Program Chairman, 
D. W. Ditmore, Bennington. 

West Virginia, May, 1946. 


OFFICIAL AND AFFILIATED ORGANIZATIONS 


CALIFORNIA 
State Society 


Mr. Thomas C. Schumacher, executive secretary of the State 
Association, recently gave a series of talks on the provision of 
adequate medical and hospital care before county and district societies. 
Meetings were scheduled as follows: Alameda County at Oakland, 
October 2; Fresno County at Fresno, September 28; Kern County at 
Rakersfield, September 26; Sacramento Valley at Sacramento, Sep- 
tember 30; Salinas District at Salinas, October 6; San Francisco at 
San Francisco, October 4; San Jose at San Jose, October 5; Sonoma 
County at San Rafael, October 3; Tulare County at Exeter, Sep- 
tember 27. 

Members of the Board of Trustees are to carry out an extensive 
speaking schedule during the next quarter. Meetings and speakers are 
planned as follows: Murray Weaver, Ontario, at Long Beach, San 
Fernando Valley and Hospital Societies; Donald M. Donisthorpe, 
Los Angeles, at Pasadena, West Los Angeles, San Diego, Santa 
Barbara and Ventura County Societies; Charles E. Atkins, Pasadena, 
at Glendale Society; William F. Neugebauer, Pasadena, at Los Angeles 
City Society; Randall Chapman, Burbank, at Citrus Belt, Orange 
County and Southside Los Angeles Societies; S. A. Shallenberger, 
Stockton, at Sacramento County and Mother Lode Societies; Drs. 
Neugebauer and Shallenberger at Fresno, Tulare and Kern County 
Societies. 

Alameda County 

See State Society. 

Citrus Belt 

A symposium on “Uterine Malposition” was held at the meeting 
in Ontario on September 13. Murray Weaver, Ontario, discussed 
“Causes,”” Alden Bordwell, Riverside, “Symptoms,” and Loring Mann, 
Pomona, “Surgical Care."”’ A motion picture on surgical technics was 
shown, 

Fresno County 

State Society. 
Kern County 

» State Society. 

Sacramento Valley 

State Society. 
Salinas District 

State Society. 


San Francisco 
See State Society. 
San Jose 
See State Society. 
Sonoma County 
See State Society. 
Southside Los Angeles 
At the October meeting in Los Angeles Randall J. Chapn 
Burbank, reviewed recent actions of the State and National associa. 
tions and W. Donald Baker, Los Angeles spoke on peripheral vascu! ar 
diseases. 
J. Johns Christiansen, Los Angeles, was elected trustee for a 
term of one year. 
Tulare County 
At the meeting on October 27 at Exeter James Spencer, Tula 
assumed the presidency. The officers elected were: President-ele 
John R. Eckert, Visalia; secretary-treasurer, Madge Spencer, Tul: 
trustees, W. L. Nichols, Exeter, and W. F. Lee, Visalia. 
See also State Society. 
Ventura County 
A meeting was held on September 13 at Santa Paula. 


West Los Angeles 

At the first fall meeting Charles S. Nicholas, Los Angeles, reported 
on his work on alcoholism at Yale University and Major Lee Travis 
of the Army Air Corps related Army experiences. 

COLORADO 
State Society 

See Rocky Mountain Osteopathic Conference under Special 

Specialty Groups. 
FLORIDA 
Eighth District 

“The Etiology of Arthritic Diseases” was the subject of Ste) 

B. Gibbs, Coral Gables, at the meeting in Miami on October 2. 
GEORGIA 
State Society 

At the meeting in Atlanta on October 17 Hoyt B. Trimble, 
Atlanta, spoke on office practice procedure. 

The following officers were elected: President, Kenneth H. Wiley, 
Atlanta; vice president, D. C. Forehand, Albany; secretary, Sarah © 
Johnson, Rome; treasurer, M. Lillian Bell, Atlanta; trustees, Has-ie 
Trimble, Moultrie, C. A. Means, Marietta, and A. W. Chaplin, Macon 

ILLINOIS 
First District 

“Relation of Reflexes to Pathology” was the topic of Paul van |}. 

Allen, Indianapolis, Ind., at the meeting in Chicago on November 1. 
Chicago West Suburban 

A motion picture on laryngitis featuring George W. Riley was 

shown at the meeting in Oak Park on October 20. 
Second District 

Hal K. Carter, Streator, presented a program on “The Painful 
Shoulder” at the meeting in Dixon on October 11. A Bauer and Black 
motion picture, “Flesh Wounds,” was shown. 

Third District 

At Kewanee on October 4 the speaker was J. G. Eldridge, Ottawa, 
His topic was “Diet and Its Relation to the Water Metabolism of 
the Body.” 

Fourth District 

The speakers at the meeting in Morton on September 20 » 
S. Edward Stanley, Chicago, who spoke on dermatology, and R. P. 
Armbruster, Pontiac, Who reported on association affairs. 

Sixth District 

“Chest and Chest Technics” was presented by G. H. Kroexer 
and “Lordosis” by C. K. Smith, both of Kirksville, Mo., at the 
meeting in Jacksonville on September 20. 

The following program was announced in advance for the meeting 
in Springfield on November 8: “Analysis of Posture in Relatior 
Visceral Pathologies,” and “Posture in Relation to the ‘Osteopa 
Approach,” C. R. Nelson, Chicago; “Clinical Manifestations of 
flexes,” and “Clinical Applications of Reflex Pneumonia,’ L 
Ramsdell, LaPorte, Ind.; ‘Clinical Considerations in Pediatrics.” 
“Meeting Problem Cases in General Practice,” Everett C. Bort 
Chicago. 

Seventh District 

The principal speaker at the meeting in Princeton on Septem’ 
20 was Harold W. Fitch, Bushnell; his subject was ‘Pitfalls 
Diagnosis.” 

IOWA 
Scott County 
A meeting was held in Rock Island on October 7. 
First District 

At the meeting in Cedar Rapids on October 12 the folk 
officers were re-elected: President, R. F. Herrick, Clinton: 
president, Byron A. Wayland, Cedar Rapids; secretary-treasurer, ©. I. 
Rowe, Williamsburg. 

Second District 

In Council Bluffs on October 8 the following officers were ele: 
President, C. G. Johnson, Elliott; vice president, Edgar W. Ka 
Creston; secretary-treasurer, E. J. Luebbers, Mendamin. 

Third District 

At Ottumwa on October 7 the following officers were ele 
President, George Sutton, Pleasant; vice president, M. G. Tin 
Madison; secretary-treasurer, George Chalfont, Oskaloosa (re-elec 
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Fourth District 
The officers elected at the meeting in Mason City on October 10 


were: President, Harold H. Jennings, Mason City; vice president, 
Ear! Jurgenson, Meservey; secretary-treasurer, R. K. Richardson, 
We-ley. 


Fifth District 
\t the ‘annual fall meeting in Cherokee officers were elected as 
follows: President, W. P. Kelsey, Remsen; vice president, J. E. 
Bunker, Cherokee; secretary-treasurer, R. S. Farran, Sioux_ City 
(re--lected) ; trustees, J. A. Hirschman, Cherokee, and D. C. Giehm, 
Sioux City. 
Sixth District 
n Marshalltown on October 11 the officers elected were: Presi- 
dent. R. W. Jack, Ogden; vice president, M. R. Anderson, Sully; 
secretary-treasurer, Ruth M. Paul, Des Moines; trustee, E. O. Sargent, 
Des Moines. 
KANSAS 
State Society 
it was announced in advance that the program of the meeting in 
Topeka November 19, 20 would include the following: “The Physician’ s 
Duty.” B. L. Gleason, Larned; “Tumors of the Breast,” D. W. 
Henrickson, Wichita; “Allergy in General Practice,” Ray E. McFar- 
land, Wichita; “Diagnosis and Treatment of Ovarian Disturbances,” 
Q. W. Wilson, Wichita; “Cranial Osteopathy,” Kenneth E. Little, 
Alton, Ill; “Syphilitic Skin Lesions,” A. E. Scardino, Kansas City, 
Mo.: “A.O.A. Activities,” C. A. Povlovich, Kansas City, Mo.; ‘“Tropi- 
cal Diseases,” A. B. Calabrese, Ph.D., Kansas City; and “Affairs of 
Your State Association,” George Thornburg, Garnett. 


KENTUCKY 
State Society 

the following officers were elected at the annual meeting held in 
Louisville October 12, 13: President, W. Orville Mayfield, Sacramento; 
vice president, Henry P. Lawrence, Hawesville; secretary, Martha 
Garnett, Louisville (re-elected); treasurer, Nora Prather, Louisville; 
trustees, E. H. Bouton, Frankfort; C. H. Robertson and F. V. 
Chambers, both of Owensboro; A. B. Johnson and E. W. Patterson, 
both of Louisville. 

The committee chairmen are: Convention, Dr. Chambers; member- 
ship, Drs. Robertson and Lawrence; vocational guidance, Dr. Bouton; 
public health and education, Dr. Lawrence; industrial and institutional 
service, Ellis M. Day, Whitesville; ethics, Carl J. Johnson, Louisville ; 
public and professional welfare, A. Johnson; publicity, Dr. 
Patterson. 

LOUISIANA 
State Society 

The officers elected at the meeting in Shreveport October 25-2 
were: President, T. R. Gilchrist, Shreveport; vice president, J. R. 
Kidwell, Baton Rouge; secretary, V. L. Wharton, Lake Charles 
(re-elected); treasurer, Charles C. Rahm, Hammond. 


MAINE 
York County 
At the September meeting in Springvale John F. Schatzman, 
Kennebunk, spoke on “Use and Abuse of Pituitrin and Scopolamine.” 
The October meeting was scheduled to be held in Kittery. 


MASSACHUSETTS 
Boston (Suffolk County) 

“Allergy” by Lawrence Blanke, Dedham, and “Vocational Guid- 
ance” by Arthur A. Martin, Malden, made up the program at the 
meeting in Boston en October 2. 

Connecticut Valley 

Arthur A. Martin, Malden, spoke on “Vocational Guidance” at 

the meeting in Springfield on October 16. 
Middlesex South 

‘Equilibrium and Vertigo” was the topic of Edward B. 

Boston, at the meeting in Cambridge on October 11. 
Mystic Valley 
meeting in Malden on October 25 
gave a talk on “Vocational Guidance.” 
Suffolk County 


Sullivan, 


At the 
Malden, 


Arthur A. Martin, 


See Boston. 
Worcester District 
Edward B. Sullivan, Boston, was scheduled to talk on 
Anatomy of the Spine” at a meeting in Worcester 


MICHIGAN 
State Society 

rhe annual State convention and postgraduate conference was 
held at Grand Rapids October 29-November 1. The program announced 
in advance for the General Sessions included the following: ‘‘Hyper- 
tension,” Robert Roscoe, Cleveland; “Endocrinology in Relation to 
Obstetrical Problems,” and “Technics Recommended for Lowering 
Maternal Mortality,” Julian L. Mines, Philadelphia; “Cranial Con- 
cept and Its Application,” Kenneth Little, Alton, Ill.; ‘Postural 
Relation to Some of the Gastrointestinal Problems,” Martin C. Beilke, 
Chicago; “Recent Developments in Clinical Pathology,” William J. 
Loos, Chicago; “The Internist,” Ralph F. Lindberg, Chicago. In 
addition special programs were scheduled for the following sections: 
Manipulative, surgical, obstetrical, orthopedic, internal medicine, eye, 
ear, nose and throat, proctology, public health, and hernia and 

veins. 
. C. Moore, Bay City, assumed the presidency. 
Flint. was elected president-elect; W. O. 
President (re-elected) and R. H. McDowell, Harbor Beach, secretary- 
treasurer (re-elected). E. H. McKenna, Muskegon Heights, was 
elected a trustee and H. P. Stimson, Highland Park, re-elected a 


“Applied 
on November 7. 


W. C. Brenholtz, 
Yeamans, Detroit, vice 


trustee, each for one year. Other members of the Board of Trustees M. 
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are P. E, Haviland, Detroit, 
for one year. 


for two years, and R. K. Homan, Detroit, 


Central 
At the meeting in Alma on September 13 Dale Weldon, Greenville, 
gave a talk on “The Cranial Bowl.” 


East Central 
The speaker at the meeting in Flint on September 14 was Mr. 
Ernest Conlon, executive secretary of the State association. 


Kent County 
A meeting was held in Grand Rapids on September 13. 


Lapeer County 
A..P. Ubrich and James Stover, both of Highland Park, presented 
an illustrated program on dermatological conditions at the meeting in 
Lapeer on October 16. 
Southeastern 
The officers elected at the meeting in Ann Arbor on September 9 


were: President, W. B. Stribley, Milan; vice president, L. J. Wilson, 
Ypsilanti; secretary-treasurer, F. T. Broadwater, Adrian; trustees, 
Cc. C. French and C. W. Reinhart, both of Monroe, and Dr. 
Broadwater. 

MINNESOTA 


State Society 


Carl Morrison, St. Cloud, has been appointed legislative chairman. 


Twin City 
John L. Moore, Windom, was scheduled to speak on “The Rela- 
tion of Climate and Weather to the Production of Osteopathic Lesions” 
at the meeting in Minneapolis on October 3. 


MISSOURI 

State Society 
The new officers are: President, Benjamin S. Jolly, Moberly; 
president-elect, David K. Copeland, Joplin; first vice president, W. A. 
Rohlfing, Flat River; second vice president, U. L. Remmert, Spring- 
field; executive secretary and treasurer, Mr. Lawrence Jones, Jefferson 


City; trustees, H. N. Tospon, St. Joseph; R. B. Baize, Laddonia; C. A. 
Povlovich, Kansas City; M. E. Elliott, Chillicothe; F. C. Hopkins, 
Hannibal, R. R. Reynolds, Maysville, K. J. O’Banion, California, 
J. Lincoln Hirst, St. Louis, William L. Wetzel, Springfield, B. J. 
Mavity, Bonne Terre, Gus S. Wetzel, Clinton, and Dr. Copeland. 

The committee chairmen are: Public relations, Myron D. Jones, 
Brumley; membership, C. R. Beckmeyer, Eureka; professional educa- 
tion, Dr. Wetzel; ethics and censorship, E. R. Westaver, St. Louis; 
vocational guidance, R. E. Mitchem, Ozark; public health and educa- 
tion, J. Henery, Kansas City; constitution and by-laws, Dr. Povlovich; 
industrial and institutional service, David S. Cowherd, Kansas City; 
publicity and information, Dr. Remmert; statistics, H. G. Hoermann, 
St. Louis; professional development, C. A. Wurst, Springfield; insur- 
ance, Dawson Derfelt, Joplin; radio, D. D. Ludwig, Kansas City; 
veterans’ rehabilitation, Virgil Bailey, West Plains; county hospital, 
Dr. Rohlfing; distinguished service and convention city, M. A. Jones, 
Boonville; publishing board, W. M. Pearson, Kirksville; Osteopathic 
Progress Fund, S. H. Leibov, St. Louis; permanent building, Dr. 
Wetzel; P. & P.W., G. H. Kroeger, Kirksville; budget, Dr. Baize; 
aviation, J. G. Bennett, Buffalo. 

St. Louis 
A meeting was scheduled to be held in St. 
West Central 

A. A. Choquette, Kansas City, was the 
in Windsor on October 18. 

The officers were reported in the November Journat. 


Louis on October 16. 


speaker at the meeting 


The committee chairmen are: Membership, K. E. Warren, Oak 
Grove; ethics, C. F. Warren, Marshall; hospitals, Gus S. Wetzel, 
Clinton; clinics, D. S. Colson, Adrian; statistics, James H. Hale, 
Sweet Springs; convention program and arrangements, James M. 
Holmberg, Holden; legislation, W. H. Schubert, Amoret; vocational 
guidance, Robert E. Beach, Butler; public health, J. W. Maunders, 
Sedalia; industrial and institutional service, L. L. Spencer, Higgins- 
ville; public relations, Earl C. Macey, Marshall. 

A meeting was scheduled for November 15 at Butler. 

MONTANA 
Billings 
“Osteopathic Care and Treatment of Infantile Paralysis” was the 


subject of Ollie R. Whaley, Billings, at the 


NEBRASKA 


State Society 
The officers elected at the annual meeting in Omaha on October 1 


meeting on October 1. 


were: President, W. E, Florea, Superior; vice president, George 
Taylor, Sidney; secretary-treasurer, Mr. Russell W. Bartels, Omaha; 
trustee, John Bancroft, Hebron. 
NEW MEXICO 
Central 


The principal speaker at the meeting in Albuquerque on October 
19 was Sherman Meyer, Hot Springs, who discussed “Hospital Routine 
and Etiquette for the Referring Doctor.” 


NEW YORK 


State Society 

The program announced in advance for the meeting held in New 
York City October 6, 7 was as follows: “Visual Evaluation of Pelvic 
Inclinations,” and “Corrective Technic of the Extremities,”’ John H. 
Eimerbrink, Philadelphia; “Degeneration of the Intervertebral Disc,” 
Paul T. Lioyd, Philadelphia; “Neurologic Factors in Lower Back 
Pain,” Long, Philadelphia; “Clinical Diagnosis,” Tames 
Philadelphia; “Bedside Technic,” Barbara Redding, Phila- 


Frederick A. 
Eaton, 
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delphia; “Clinical Importance of Autonomic Imbalance,” Ralph L. 
Fischer, Philadelphia; “Technic.” C. Haddon Soden, Philadelphia; 
“The Civic Responsibilities and Opportunities of the Osteopathic 
Physician from the Guidance Counselor’s Viewpoint,’”’ Mr. Robert E. 
Carey, director, Bureau of Guidance, Yonkers Board of Education. 

The officers elected at the meeting were: President, Merritt C. 
Vaughan, Rochester (re-elected); vice president, Eugene J. Casey, 
Binghampton; secretary, Robert E. Cole, Geneva; treasurer, Bruce C. 
Tompkins, Ithaca (both re-elected); directors, Melvin B. Hasbrouck, 
Albany, Alexander Levitt, Brooklyn. William S. Prescott, Syracuse, 
William B. West, Port Chester (all re-elected), and C. Gorham 
Beckwith, Hudson. 

The department directors and committee chairmen are: Department 
of Public Affairs, Dr. Beckwith; legal advisory, Albert W. Bailey, 
Schenectady; legislation, John R. Miller. Rome; public relations, 
Dr. Casey; Department of Professional Affairs, Dr. Prescott; constitu- 
tion and by-laws, Alvah H. Leeds, Yonkers; ethics and censorship, 
M. Lawrence Elwell, Rochester; finance, Dr. Casey; membership, 
Dr. Cole; practice assistance, Howard B. Herdeg, Buffalo; professional 
liability insurance, Edith E. Dovesmith, Niagara Falls; student loan 
fund, Edwin R. Larter, Niagara Falls; vocational guidance, Harold C. 
West, Yonkers; Department of Workmen’s Compensation, Dr. Has- 
brouck; Department of Public Health, William B. West; clinic and 
hospitals, William E. Kaufman, Syracuse; public health, Francis J. 
Beall, Jr., Syracuse; state and social medicine, Dr. Bailey; Department 
of National Affairs, Dr. Levitt; unit contacts, Lawrence S. Robertson, 
New York; war advisory, John R. Pike, Albany; veterans’ affairs, Dr. 
Levitt. 

New York City 

Hi. Willard Sterrett, Philadelphia, was scheduled to discuss ‘“‘The 
Diagnosis of Genitourinary Conditions” at the meeting in New York 
on October 17. 

It was announced in advance that J. J. Bunim, M.D., would 
present an illustrated lecture on “Hematogenous Tuberculosis” at a 
meeting in New York on November 14. Jacob G. Sheetz and Walter 
M. Streicker, both of Brooklyn, were to make accompanying pre- 
sentations., 

OHIO 
Cleveland (Second) District 


At the meeting in Cleveland on September 10 the Frederick 
Stearns Co, presented a program entitled “The Use of Amino Acids 
in Medicine and Surgery.” 


Akron (Third) District 


Richard N. Sheppard, Cleveland, was scheduled to discuss “Caudal 
Anesthesia” at the meeting in Kent on November 7. 


OKLAHOMA 
State Society 


The annual convention was held in Tulsa October 23-25. The 
program printed in advance was as follows: “X-Ray Studies of Bone 
Pathologies,” “Urological Problems from the X-Ray Viewpoint.” 
“Interpretation of Chest Films,” and “A Review of Gastrointestinal 
Problem Cases,”” C. A. Tedrick, Denver; “Anorectal Examination, 
Necessity and Methods,” “Fissures and Fistulae,” and “Common 
Anorectal Mistakes,” Collin Brooke, St. Louis; ‘Veterans’ Rehabilita- 
tion and Osteopathy,” and “The National Problems and Outlook of 
Osteopathy,” R. C. McCaughan, Chicago; “Public Health Problems,” 
Grady Matthews, M.D., Oklahoma State Commissioner of Public 
Health; “Public Relations,” Mr. Walter Gray; “Low-Back Problem 
Analysis,” “Management of Low-Back Problems,” “Shoulder Problems, 
Diagnosis and Management” and “Relation of Postural Frrors to 
Gastrointestinal Problems.’’ Martin C. Beiike, Chicago; “The Diagnosis 
and Treatment of Gynecological Diseases,” “The Importance of Uro- 
logical Diagnosis in the Diagnosis and Treatment of Gastrointestinal 
Disorders,” and “Modern Methods of Treating Fractures,” Howard 
Lamb, Denver; “Neurological Problems of the Veteran,’ H. P. Hoyle, 
Tulsa. 

The officers are: President, M. A, Kiesel, Hinton; president-elect, 
J. Mancil Fish, Tulsa; vice president, H. W. Kenaga, Hugo; 
secretary-treasurer, G. R. Thomas, Oklahoma City (re-elected); trus- 
tees, C. G. Ewing, Yale; P. A. Harris, ‘Oklahoma City; C. F. Stauber, 
Walters; R. V. Toler, Shawnee; C. R. Young, Freedom; C. P. Harth 
and A. G. Reed, both of Tulsa; sergeant-at-arms, L. R. Bell, Meeker. 
R. D. McCullough, Tulsa, is editor. 


Central 
John Lowe, Wewoka, is secretary-treasurer. 
Cimarron Valley 
A meeting was held in Cushing on October 6. 
Eastern 

At the meeting in Muskogee on October 12 the speaker was R. D. 
McCullough, Tulsa. 

The officers elected were: President, H. M. Ashby, Muskogee; 
vice president, James II. Kritzler, Coweta; secretary-treasurer, C. W. 
Mehegan, Stilwell. 

A meeting was scheduled to be held in Checotah on November 29. 

South Central 

In Chickasha on October 11 the principal speaker was W. F. 
Pool. Lindsay, who gave a talk and presented a motion picture on 
“Ethics of Osteopathic Practice.” 

The officers elected were: President, Hilton C. Wood; secretary- 
treasurer, S. A. Rubinson, both of Chickasha. 

Tulsa District 
A meeting was held in Tulsa on October 16. 


A.O.A, 
ecember, 1945 


OREGON 
: Columbia County 
The officers are: President, E. V. Chance; secretary-treasurer, 
Paul T. Rutter, both of St. Helens (both re-elected). 


PENNSYLVANIA 
Mifflin County 
The officers are: President, Carl E. Rothrock, Lewistown ; 
president, Robert Kitting, Belleville; secretary-treasurer, Newto: 
Allen, Lewistown. 
SOUTH DAKOTA 
Southwestern 
Leo C. Harrison, Cherokee, Iowa, spoke on “The Cranial Co; 
and Its Relation to Osteopathic Therapy” at the meeting in Mi: 
on October 14. 
VERMONT 
State Society 
The officers re-elected at the annual meeting were: Pres) 
L. H. Lovell, Brattleboro; vice president, C. D. Beale, Rut! 
clerk-treasurer, Kathleen A. Hunt, Middlebury. The Board of Tru 
is composed of the officers and T. P. Dunleavy, Barre, and | 
Slocum, Middlebury. D. W. Ditmore, Bennington, is program chair 


WEST VIRGINIA 
Charleston-Huntington and Southern 
The annual joint refresher course was scheduled to be he 
Huntington November 11, 12. Thomas L. Northup, Morristown, >» 
and C. Haddon Soden, Philadelphia, were to conduct the course 


Parkersburg District 
R. B. Thomas, Huntington, was guest speaker at the meeti: 
Parkersburg on October 11. 
Southern 
See Charleston-Huntington and Southern. 


WISCONSIN 
State Society 
The program announced in advance for the mid-year conference 
at Fond du Lac October 26, 27 was made up of lectures by Ernest 
Hartmann, D.Sc., Kirksville, Mo., on “Tropical and Parasitic Diseases 
in the Postwar Period,” and by Mr. Morris Thompson, executive 
vice president, K.C.O.S., on “Osteopathic Education.” 


Fox River Valley 

The officers elected at the meeting on September 13 were 
President, Doran A. Farnum, Sheboygan; vice president, Richard 
Zay, Ripon; secretary-treasurer, Guy E. Wiley, Oshkosh. 

The committee chairmen are: Membership, Catherine Clark, Osh 
kosh; ethics, A. V. Mattern; legislation, L. D. Thompson, both of 
Green Bay; hospitals and clinics, Paul A. Allen, Waupun; industrial 
and institutional service, H. C. Hagmann, Sturgeon Bay; vocational 
guidance, Henry Johnson; public health, Helen Calmes; public rela- 
tions, R. B. Hammond, all of Appleton. 


Madison District 
At the meeting in Madison on September 20 Allan Filek, M.D) 
of the State Health Office presented a talk on “Tuberculosis.” 


SPECIAL AND SPECIALTY GROUPS 


California Association of Osteopathic Industrial Physicians 

A meeting was scheduled to be held October 18 at Los Angeles 
at which Mr. W. W. Vaughan, attorney for the Nettleship Company 
was to discuss legal problems in their relation to industrial medicine 
and surgery. 

Los Angeles E. E. N. T. Study Group 

At the meeting in Los Angeles on September 24 two colored 
motion pictures were shown: “Surgical Anatomy of the Temporal 
Bone,” and “Sigmoid Sinus Thrombosis.” 

A meeting was scheduled to be held October 29 at Los Anceles. 
The program was to be a round-table discussion on chemotherapy 4s 
it pertains to eye, ear, nose and throat problems. 


Osteopathic Physicians and Surgeons of Southern New England 


The officers are: President, James T. Walsh; vice presilent, 
J. Francis Crowley, both of Pawtucket, R. I.; secretary, Ere G 
Peterson; treasurer, Hazel Axtell, both of Providence, R. IT. 


Rocky Mountain Osteopathic Conference 
The program scheduled for the meeting in Denver Novemb« 


“was as follows: “Peptic Ulcer,” “The Pathogenesis of Tubercu'- 


“Diseases of Bones,” “Tropical Medicine: Bacterial and Par. 
Diseases,” and “Certain Causes of Sudden, Unexpected ID 
‘Otterbein Dressler, Philadelphia; “Correlation of Clinica! 
Roentgenological Data in the Diagnosis of Lesions of the ‘ 
intestinal Tract,” “Roentgen Diagnosis of Pulmonary Le- 
“Differential Diagnosis of More Common Lesions About the Hip 
Joint,” “Radiological Evaluation of Retropulsion of the Interve: ~bral 
Dise,” “Roentgen Diagnosis of the More Common Uropathies, and 
“Differential Roentgen Diagnosis of the Arthritides,” C. J. K “bo, 
Detroit; “Penicillin Treatment for Venereal Diseases,” Alle E. 
Walker, M. D., Public Health Medical Service Officer; and “M. ‘ical 
Education in the United States,” Mr. Morris Thompson, exe: 'tivé 
vice president, K.C.O.S. 
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Books Received 


HYSICAL CHEMISTRY OF CELLS 
AND TISSUES. By Rudolf Hober, University 
of Pennsylvania School of Medicine, Phila- 
delphia. Cloth. Pp. 676, with tables and charts. 
Pri ec $9.00. The Blakiston Co., 1012 Walnut 
St, Philadelphia, 1945. 


CENERAL AND PLASTIC SURGERY 
WirH EMPHASIS ON WAR INJURIES. 
By Eastman Sheehan, M.D. Cloth. Pp. 345, 
wit) illustrations. Price $6.75. Paul B. Hoeber, 
Inc. 49 East Thirty Third St., New York, 
194 


AMERICAN RED CROSS FIRST AID 
TE* TBOOK. Prepared by the American Red 
Cro-. for the Instruction of First Aid Classes. 
Revi-ed. Paper. Pp. 254, with illustrations. 
Pub shed by The Blakiston Co. for the Amer.- 
can ed Cross, National Headquarters, Wash- 
ington, D. C., 1945. 


MANUAL OF PSYCHOLOGICAL MEDI- 
CIN By A. F. Tredgold, M.D., F.R.C.P.., 
F.R.s.E., Consulting Physician to University 
Colleve Hospital, London. Ed. 2. Cloth. Pp. 
308. Price $5.00. A. William Wood Book, The 
Williams & Wilkins Co., Mt. Royal & Guilford 
Aves., Baltimore, 1945. 


THE RETICULO-ENDOTHELIAL  SYS- 


TEM IN SULFONAMIDE ACTIVITY. By 
Frank Thomas Maher, Ph.D., Assistant Pro- 
fessor of Pharmacognosy and Pharmacology. 


Illinois Monographs in the Medical Sciences. 
Jol. V, Nos. 1-2. Paper. Pp. 231, with 
illustrations. Price $2.50. University of Illinois 
Press, 358 Administration Bldg., Urbana, 
Illinois, 1944. 


AMPUTATION PROSTHESIS. By Atha 
Thomas, M.D., F.A.C.S., Associate Professor 
of Surgery (Orthopedics), University of Colo- 
rado School of Medicine; and Chester C. 
Haddan, President of the Association of Limb 
Manufacturers of America. Cloth. Pp. 305, 
with illustrations. Price $8.00. J. B. Lippincott 
Co., 227 S. Sixth St., Philadelphia, 1945. 


STRUCTURE AND FUNCTION OF THE 
HUMAN BODY. By Ralph N. Baillif, Ph.D., 
Assistant Professor of Anatomy, Louisiana 
State University, School of Medicine, New 
Orleans; and Donald L. Kimmel, Ph.D., Asso- 
ciate Professor of Anatomy, Temple University, 
School of Medicine, Philadelphia. Cloth. Pp. 
328, with illustrations. Price $3.00. 7. 
Ligpincott Co., 227 S. Sixth St., Philadelphia, 


THE COMMON COLD AND HOW TO 


FIGHT IT. By Noah D. Fabricant, M.1D. 
Cloth. 2nd printing. Pp. 107. Price $1.50. 
Ziff-Davis Publishing Co., 350 Fifth Ave., 


New York City, 1945. 


NITROUS OXIDE-OXYGEN ANESTHE- 
SIA. McKesson-Clement Viewpoint and 
Technique. By F. W. Clement, M.D., Major, 
M.C. (A.U.S.), Formerly Director of Anes- 
thesia at Flower Hospital, The State Hos- 
pital for the Insane, Lucas County Hospital, 
Toledo Dental Dispensary; Anesthetist to 
Toledo, Mercy and St. Vincent’s Hospitals, 
Toledo, Ohio, etc. Ed. 2, thoroughly revised. 

a ebiger, ashi 
Philadelphia, 1945. 


Book Notices 


THE NEW-BORN INFANT: A Manual 
ef Obstetrical Pediatrics. By Emerson L. 
one, M.D., Associate Clinical Professor of 
Obstetrics and Gynecology, School of Medi- 
cine, Yale University; Attending Obstetrician 
and Gynecologist to the New Haven Hos- 


pital. Ed. 3, thoroughly revised. Cloth. Pp. 
314. Price $3.25. Lea & Febiger, Washington 
Square, Philadelphia 6, 1945. 


Dr. Stone takes the position that pre- 
natal care has reached quite a high state 
ot ethiciency and that pediatrics has gone 
tar toward reducing infant and childhood 
morhidity to a minimum. Yet he is keen- 
ly conscious of a gap relatively narrow 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


with ARGYROL is wisely directed to these 
three foci: 
1. the nasal meatus . . . by 20 per cent 
ARGYROL instillations through the naso- 
lacrimal duct. 
. the nasal cavities . . . with 10 per cent 
ARGYROL solution in drops or by nasal 
tamponage. 
3. the fauces and pharynx . . . by swabbing 
with 20 per cent ARGYROL solution. 
| Marked relief generally follows because 
ARGYROL offers more than effective anti- 
sepsis, decongestion without vasoconstric- 
tion, and cleansing of the membrane. It 
provides also for stimulation of the mem- 
brane’s inherent, natural defense mechanism. 


HOW ARGYROL ACTS 


DECONGESTIVE—ARGYROL'S decongestive 
effect in the membrane is the result of its 


| 
| 
N PARANASAL INFECTION, the treatment 
| 


nN 


ARGYROL 


demulcent, osmotic action. The withdrawal 
of ARGYROL tampons from the post-nasal 
cavities frequently brings forth a long ropy 
mucous discharge measuring as much as 
two feet or more. 


BACTERIOSTATIC—Although proved to 
be definitely bacteriostatic, ARGYROL is 
non-toxic to tissue. In nearly a half century 
of wide medical use of ARGYROL, no case of 
toxicity, irritation, injury to cilia or pul- 
monary complication in human beings has 
ever been reported. 


STIMULATING—Soothing to nerve ends 
in the membrane and stimulating to glands, 
ARGYROL’S action is more than surface 
action. For it acts synergetically with the 
membrane’s own tissue defense mechanism. 


When you order or prescribe ARGYROL, make 
sure you specify Original Package ARGYROL. 


THE PHYSIOLOGIC ANTISEPTIC 
WITH SYNERGETIC ACTION... 


in time limits but wide in importance— 
the first month or 6 weeks of life. The 
obstetrician has done his work and de- 
parted. The pediatrician has not yet been 
consulted and in fact has not been too 
well trained in the care of the very young 
baby. From this standpoint he takes up 
diet, birth injuries, infections, disorders 
of special systems, etc., after introduc- 
tory chapters on the immediate care of 
the new-born, the physiology and de- 
velopment of the new-born and the nurs- 
ing care of the normal infant. 

The last paragraph in the Preface 
reads as follows: 

“One of the obligations of the author 
of a text-book is to discourage the per- 
petuation of error, but it is highly pre- 
sumptuous for any individual to attempt 


Made only by the A. C. BARNES COMPANY, NEW BRUNSWICK, N. J. 
ARGYROL is a registered trademark, the property of A. C. Barnes Company 


a precise definition of what is true and 
what is false. In recent years materials 
and methods have been introduced to the 
field of medicine which promise to be 
revolutionary, but experience has repeat- 
edly shown that such things often prove 
ultimately to be only a stage in the 
evolution of our knowledge and practice. 
The impulsive abandonment of estab- 
lished methods in favor of the new is 
not justifiable. The brilliance and the 
promise of much modern therapy will 
probably be proven by test and time. 
Meanwhile, those practices which have 
been found to be effective over the years 
deserve to be retained in the literature 
until their complete displacement is a 
matter of common consent rather than 
one of individual opinion.” 
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THESE 2 
ELASTIC BANDAGES 


ALL-COTTON . . . WITHOUT RUBBER 


Should be compared only with 
all-cotton elastic bandages. 

This original Ace is the stand- 
ard all-cotton elastic bandage 
and has proven its = 
value in many thousands of cases 


of varicose veins and ulcers, 
strains, sprains, and injuries. 


Made from long-fibered 
7 


tian cotton with proper 
twisted warp and weave, it has 
an adequate quantity of cross 
threads to provide substantial 
body. These specifications as- 
sure moderate, uniform stretch 
over the full width of the band- 
age. Cool and comfortable to 
wear due to its _ 

ous weave. Washing 
restores elasticity. 


B-D PRODUCTS 
for the Profession 


SKIN-TONE . . . WITH LASTEX* 


Should be compared only with 
rubber reinforced elastic band- 
ages. 
Preferred where motion of the 
part wrapped may cause slipping 
or loosening of the bandage. 
Ace No. 8 assures constant elas- 
ticity because it is reinforced 
with “Lastex”’* yarn. It has been 
designed to remain elastic and 
useful — comparatively unaf- 
fected by dealer storage, perspi- 
ration, oils, grease and solvents 
that may shorten the life and re- 
duce the therapeutic value of 
rubber reinforced bandages. A 
woven “brake” controls the 
stretch, adding to the 
stability and life of 
the bandage. 

*Reg. U. S. Pat. Of. 


TEXTBOOK OF OBSTETRICS. By 
Henricus Stander, M.D., F-.A.C.S., Pro- 
fessor of Obstetrics and Gynecology, Cornell 
University Medical College; Obstetrician and 
Gynecologist-in-Chief, -New York Hospital 
and Director of the Lying-in Hospital, New 
York City, Ed. 3. Cloth. Pp. 1277, with 
illustrations. Price $10.00. D. Appleton- 
Century Co., 35 West 32nd St., New York, 
1945, 

Although this is the third edition of 
Stander’s textbook it is really the ninth 
edition of the well-known Williams’ 
Obstetrics. This text presents obstetrics 
as taught in the Cornell University Medi- 
cal College and as practiced in the New 
York Lying-in Hospital. It is used in 
great numbers of American and Canadian 
schools and has been translated into 
various other languages. The book is 
presented in a new form with sections 
and subheadings instead of chapters, 


THE PRINCIPAL NERVOUS’ PATH- 
WAYS. Neurological Charts and Schemas 
with Explanatory Notes. By Andrew Theo- 
dore Rasmussen, Ph.D., Professor of Neu- 
rology, Department of Anatomy, University 
of Minnesota Medical School, Minneapolis, 
Minn. Ed. 3. Cloth. Pp. 73. Price $3.50. 
The Macmillan Co., 60 Fifth Avenue, New 
York City 11, 1945. 

This book is a compilation of charts 
evidently intended to show a structural 
design of the functional coordination of 
the nervous system. There is an accom- 
panying text for the purpose of aiding 
interpretation of the charts. Following 
this there are word schemas so arranged 
that they can be seen in conjunction with 
the charts, which are amply captioned. 

In the first chart, which deals with the 
circulation of the cerebral spinal fluid, 
there are arrows indicating the direction 
of flow. These arrows do not sufficiently 
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indicate just how this is accomplished 
nor does the text help in an understand- 
ing. While there is some expression of 
intent to show the reflex pathways, those 
above the spinal level are not clearly 
illustrated. 


The analysis of the parasympathe:ic 
nervous system does not seem to be in 
accord with other accepted versions. 
This book gives one the impression that 
the charts are clearer to the author, 
who is skilled in filling in the gaps, than 
they are to the reader. There is further 
impression that the author has set hin- 
self a task impossible of achievement in 
a two-dimensional medium and that ‘hie 
subject is too complex to reduce to 
diagrams. This might be an admira le 
notebook to supplement a method of n- 
struction and in a measure summarze 
what the student has learned. Used as 
such it has possibilities in bringing «he 
student a realization of neural anatomy 
It is a collection of sketches and noves 
which relies too heavily on the memury 
retention to make a well rounded pre- 
sentation. 


To describe it as a student’s notebook, 
with sketches, would be to give it a {air 
evaluation. 


The grade of paper used is an excel- 
lent one; the print is good; the proof- 
reading, however, is inadequate. 


Leonarp V. Stronc, Jr., DO 


ILLUSTRATIONS OF BANDAGING 
AND FIRST AID. Compiled by Lois Oakes, 
S.R.N., D.N. (Leeds and London), Formerly 
Nursing Editor, Illustrated, Late 
Sister-Tutor, Walton Hospital, Liverpool, 
Nursing Technical Officer to Ministry of La- 
bour, Eastern Region Examiner to the Gen- 
eral Nursing Council. Ed. 3. Pp. 271, with 
illustrations. Price $2.00. A William Wood 
Book, The Williams and Wilkins Co., Mt 
Royal and Guilford Aves., Baltimore, 1944. 


This is a beautifully printed and pro- 
fusely illustrated handbook. The new 
edition contains new information dealing 
with information on how to blanket a 
stretcher; moving the patient on a 
stretcher; rescue from a gas-filled room, 
etc. Another additional feature of this 
edition is a number of colored illustra- 
tions. 


PULMONARY TUBERCULOSIS. By 
R. Y. Keers, M.D, (Edin.), F.R.F.P.S. (Gilas.), 
Senior Physician and Medical Superintendent, 
Tor-na-Dee Sanatorium; Late Assistant Med- 
ical Superintendent, The British Sanatorium, 
Montana, Switzerland; First Assistant Medi- 
cal Officer, King Edward VII Sanatorium, 
Midhurst; and B. G. Rigden, M.R.C.S. ng.). 
L.R.C.P. (Lond.), First Assistant Melical 
Officer, Tor-na-Dee Sanatorium; Late lesi- 
dent Medical Officer, East Anglian >ana- 
torium, Nayland; Resident Medical © cer. 
Kelling Sanatorium, Holt. Cloth. Pp. 273, 
with illustrations. Price $5.00. A W) iam 
Wood Book, The Williams & Wilkins Co. 
Mt. Royal & Guilford Aves., Baltimore, | 45. 


This is a compact but thorou, 
illustrated handbook making no « 
for any originality of method or 
terial, but intended to emphasize 
fundamental conception that pulm« 
tuberculosis is a generalized dis«: 
which becomes localized in the lungs for 
anatomical and physiological reasons and 
that it must never be considered simply 
as a lung disease. In the sections rela'ing 
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to treatment emphasis is laid upon the 
treatment of the tuberculous patient 
rather than the tuberculous lung. In addi- 
fion to a historical survey and discus- 
sions of the bacteriology, the pathology, 
the epidemiology and resistance and the 
sy! ptomatology of the disease, with 
exemination, diagnosis and prognosis, 
there are chapters on various aspects of 
treatment. There is also a chapter on 
tuberculosis as a national problem, taken 
up from the British angle. 


INTERNAL MEDICINE IN GENERAL 
PRACTICE. By Robert Pratt McCombs, 
Lieutenant, wangge Corps, United States 
Naval Reserve; ecent! Instructor in In- 
ternal Medicine for the Seatewide Postgradu- 
ate Program of the Tennessee State Medical 
Association. On leave of absence from the 
stafis of the Pennsylvania Hospital, the Ab- 
ington Memorial Hospital and the Jefferson 
Medical College, Philadelphia. Cloth. Pp. 694 
with illustrations. Price $7.00. W. B. Saun- 
ders Co., West Washington Sq., Philadelphia, 
1943. 


This is a compact and concise volume 
dealing with practical, clinical aspects of 
internal medicine. The author’s experi- 
ence as instructor in the statewide post- 
graduate course in internal medicine 
given under the direction of the Tennes- 
see State Medical Association, made him 
familiar with certain misconceptions 
widely held concerning points of funda- 
mental importance, perhaps due in part 
to the failure on the part of physicians 
to grasp the full significance of remark- 
able advances in the basic sciences during 
recent years. To clear up such points 
as these and others touching the needs 
of the average doctor, this book has been 
prepared. 


Extracts 


EMOTIONAL ASPECTS OF 
CONVALESCENCE 


By Milton J. E. Senn, M.D. 


Associate Professor of Pediatrics in Psychiatry, 
Associate Attending Pediatrician, New York 
Hospital and Cornell University Medical 
School, New York City 


(Continued from November issue ad page 66) 
SOME CHILDREN PREDISPOSED TO 
EMOTIONAL CHANGE 
The emotional responses of children 
to mild upper respiratory infection have 
been described by Richter.* Twelve chil- 
dren ranging in age from 5 to 14 years, 
most of them adolescent, developed syn- 
dromes of anxiety, depression, and com- 
pulsive-obsessivephobic thinking and ac- 
ting within 1 month after the onset of 
mild symptoms of “cold” or “grippe.” 
The psychological phenomena lasted 
from 6 to 9 months after the physical 
illness was over. Specific etiological fac- 
tors were not determined, but it is inter- 
esting that each child had similar 
Personality characteristics before his ill- 
ness, as if to denote that there was a 
Personality predisposition to the emo- 


*Richter, Helen G., M.D.: Emotional Dis- 
turbances of Constant Pattern Following Non- 
specific | Respiratory Infections. Journal of 
“eo Vol. 23, No. 3 (September 1943), 
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Youngsters, upon en- 
tering this modern 
classroom are now pro- 
tected by the germ-kill- 
ing ultraviolet potency 


UNITS 


health-conserving benefits 
of air sanitation are 
equally important right 


Insures the Rapid 
Destruction of Air-Borne 
Bacteria and Viruses 

... at low cost 


vital consideration 


planning 
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ERIA 
Their lethal efficiency in the zone of irradiation is : 
effective at distances as great as 35 feet from 
the Unit . . . a comparative figure that suggests 
unprecedented economy in the number of Units 
required and low-cost operation. 

Because of their small size and low visible 
light output, Hygeaire Units offer virtually no dis- 
tractive influence. 

Room occupants are constantly protected 

gainst direct e to the projected beam by 
means of a fixed baffle which confines the rays to 
an area above the line of vision. 

Here is AIR SANITATION, at an operational 


feet of room volume. 


tional changes. All the children who 
developed the disease had been docile, 
subservient, cowed by authority, per- 
fectionistic in their strivings, and me- 
ticulous in personal habits; as a group 
they were repressed and nonaggressive 
and possessed qualities which were 
valued in society. It seemed that in 
health these children had difficulty in 
expressing their hestile feelings, but 
with illness the barriers were lowered 
and the individuals responded with 
aggressive thoughts and acts, although 
during the sickness each child inter- 
preted illness as “punishment” for some 
supposed naughtiness or wickedness. 


This group of case histories is inter- 
esting because the emotional 


cost averaging less than 3¢ a day per 1000 cubic 


display 


@@@ in fact, wherever people work 
or congregate within confined 
areas. 


Ask your dealer.or write us direct 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


shown here is seen frequently in adoles- 
cents, who normally have strong feelings 
of right and wrong, who are fearful of 
body change and misinterpret even slight 
deviations of development as significant 
of great pathology, related somehow to 
acts of omission or commission. The 
case summaries of Richter are impor- 
tant too in pointing out the duration and 
lag of psychological convalescence in 
comparison to the physical recuperation. 


SUDDEN ILLNESS MAY CAUSE 
EMOTIONAL SHOCK 


In considering the second important 
determinant of a child’s emotional re- 
sponse to physical illness and conviles- 
cence, attention is focused on the nature 
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COLDS AND [INFLUENZA 


As distressing as the local symptoms are the muscle and joint 
pains of acute respiratory infections and influenza. For these 
patients, Baume Bengue is especially beneficial. Its contained 
menthol and methyl salicylate produce a warming local 
hyperemia which relaxes spastic muscles and loosens stiffened, 
painful joints. Percutaneously absorbed methyl salicylate 
affords a well-defined analgesic influence which further allays 
the generalized discomfort and malaise. Patients demand 
local therapy for local discomfort; Baume Bengue is a 
scientific and effective preparation to satisfy this demand. 


ANALGESIQUE 
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THOS. LEEMING & CO., INC., 155 EAST 44TH STREET, NEW YORK 17, N. Y. | 


of the illness. One which strikes with 
suddenness, demanding immediate change 
of setting without benefit of psycho- 
logical preparation, such as in a disease 
warranting immediate hospitalization and 
operation, stimulates feelings of uncer- 
tainty, confusion, fear, and anxiety; 
these result frequently in emotional 
shock, which persists for a long time in 
the period of recovery. Symptoms of 
such a condition, which has also been 
called “fright neurosis,” are those of 
general irritability, sleeplessness, night 
terrors, and attacks of anxiety, with 
vasomotor and secretory disturbances. 
These symptoms are well recognized by 
surgeons, who attribute delays in post- 
operative recovery to their severity. 
Finney* has pointed out the importance 
of adequate psychological preparation in 
reducing the incidence of these emo- 


tional reactions. A detailed description 
of the process of assimilating anxiety 
which prepares a person to withstand a 
surgical operation is given by Deutsch* 
in a paper on psychoanalytic observa- 
tions in surgery. 


In his autobiography, Finney talks 
about a man that needed an operation. 
He was examined and was sent to the 
Johns Hopkins Hospital, and when it 
came time to operate he was found to be 
very disturbed, with a mood of restless- 
ness and hypertension, and the operation 
was postponed. It was postponed for 


“Finney, John Miller Turpin, M.D.: A Sur- 
geon’s Life; the autobiography of J. M. T. 


Finney. Putnam’s Sons, New York, 
1940. 396 pp. 
‘Deutsch, Helene, M.D.: Some Psycho- 


analytic Observations in Surgery. Psychoso- 
matic Medicine, Vol. 4, pp. 105-115 (January 
1942). 
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several days, but this restlessness did not 
disappear. He came back again and was 
again found to have hypertension and 
to be distraught, restless, and fearful, 
He was sent home. He returned the 
third time. This time, when Dr. Finney 
saw him, he did not have hypertension; 
he seemed quite at ease, and Finney 
thought it was strange, and by accident 
he talked to the porter. 

The porter said, “You know, it is a 
funny thing with that man in the room; 
when he came into his room he began to 
be very upset, and as I walked in I said, 
‘Gee, you are a lucky fellow.’ He said, 
‘What do you mean?’ I said, ‘You have 
got Finney for your doctor,’ and he 
said, ‘Why is that lucky?’ And I said, 
‘You know, Finney seldom loses a 
case.’” After that the man did not seem 
so restless, and Finney thought that this 
porter’s reassurance had been the specific 
psychotherapeutic aid that put the man 
at ease. 


LOCATION OF ILLNESS SIGNIFICANT 
In the discussion of how the nature 
of the illness affects the emotional re- 
sponse, mention must be made of the 
fact that the location in the body of the 
pathological changes and their perma- 
nency in making the child different from 
his peers are very significant. An infant 
or young child will not feel embarrassed 
by disfigurement of face or deformity of 
extremity even though his parents will 
have strong emotional reactions of guilt 
and unhappiness and may transmit to 
him some of their feelings. However, 
as the child grows older his handicap 
may bring forth a spectrum of emo- 
tional display, especially of self-pity, 
anger, resentment, and unhappiness. His 
response may be furthered by physical 
protest or by emotional repression, and 
if it is primarily the latter there will 
follow by virtue of conversion mecha- 
nisms a new train _ physical- 
psychological symptoms, especially head- 
ache, dizziness, abdominal discomfort, 
and gastrointestinal manifestations, which 
dominate and prolong convalescence and 
interfere with therapy until psychiatric 
assistance is provided the patient and is 
accepted by him and his parents. Another 
group of children who react similarly 
because of the nature of their illness 
are those with cerebral palsy, who 
demonstrate great fear of falling and oi 
being dropped, and who improve physi- 
cally and mentally only when able to 
become relaxed and trusting in the hands 
of persons who, they feel, love them 
WHAT ILLNESS MEANS TO THE CHILD 
Then there is the third item in our 
outline; namely, the meaning of the ill- 
ness to the child. So far, stress has been 
placed on the fact that illness may be a 
threat to a child. It may suggest a fear 
of separation from loved parents or from 
life itself. It may threaten his security, 
his life’s ambitions and dreams, or his 
way of looking at himself admiringly. 
If his response to threatening life 
situations has customarily been one of 
defiance, he will probably react to illness 
and convalescence with contempt, and 
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he will be disposed to resist the attempts 
of others to help him get well. He 
opposes the assistance of medical and 
nursing staffs and of social workers, 
preferring “to see things through” by 
his own design, as if the whole episode 
were a test of his capabilities as a per- 
son. Convalescence for such a child may 
be irregular, with fluctuations back and 
forth as he prematurely attempts to take 
up normal activity. The child with heart 
disease, for example, when he begins to 
feel better often resists restraint and 
tests out his own notions as to manage- 
ment. It is important then that the 
recommendations by the medical and 
nursing staffs should be based on sound 
physiological and psychological reason- 
ing, lest the child’s experiments disprove 
their validity and increase his skepticism 
and resistance. 

One is reminded of the advice given 
occasionally to such a child that if he 
were to perform a certain act, so-and-so 
would follow. Challenged and feeling 
defiant, he carries out the forbidden 
activity, and when no apparent harm 
follows and the predicted results do not 
appear the child loses trust in his 
medical adviser and formulates further 
his own ideas of medical management. 
One example of an unphysiological re- 
sponse to theoretically sound advice is 
furnished by a child known to us who 
has bleeding tendencies and who was 
told that he must move around little 
lest he start bleeding. This boy’s reac- 
tion was one of fear to the point of 
developing external involuntary motor 
restlessness, which increased his anxiety 
still more because it provoked further 
demands of complete rest from his 
physicians. A further response in this 
patient was fear of bleeding to death at 
night, so that he slept fitfully. He was 
reassured only when told that nurses 
would look at him often during the 
night. Feeling ashamed at being different 
from his fellow patients, this 10-year- 
old boy also rationalized his state by 
claiming to have originated during in- 
fancy power to bleed at will. As one 
got to know him in the hospital, his true 
feeling was acknowledged; namely, that 
he considered his present illness as 
punishment for something “bad” he had 
done earlier in life. 


WHAT CAN WE DO FOR THIS CHILD 
AS A CHILD? 

We all know the child who develops 
marked restlessness when complete bed 
rest is suggested. In two children’s hos- 
pitals in this country I saw a boy and 
girl, interesting examples of this. First, 
a girl of 10 was admitted in the spring- 
time because of Sydenham’s chorea. She 
was admitted one week after the onset 
of her illness, which came suddenly 
when her father deserted the family. In 
the hospital the child was very active. 
She was given phenobarbital in increas- 
ingly larger doses, and it did not do any 
good. The next fall at a staff meeting an 
intern, who had come on in July and 
inherited this child who had been ad- 
mitted in the springtime, brought up 
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further the food intake, thus promot- 
ing or intensifying nutritional de- 
ficiencies and the progress of anemia. 

Hence anemic patients will be bene- 
fited most if not merely iron is sup- 
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for discussion the question of how to 
care for this child further, because that 
morning she was found sitting on a 
window ledge threatening to jump out 
and commit suicide because she objected 
to staying in the kospital and because 
of the fact that her mother was allowed 
to visit but once a month, and the ques- 
tion that arose at the staff conference 
was: How can we sedate this child 
further ? 


Why was this child objecting to the 
hospital stay? What more could we do 
for this child as a child? When it was 
suggested that the problem was not one 
of sedation, but rather one of looking at 
the child and seeing that her needs were 
fulfilled, we soon developed a child who 
was very quiet and very happy and who 
was discharged very soon. 


SEDATIVES FAILED 


The second case was a boy of 8. 
When I was making the rounds with the 
staff one day, the question of what to do 
with him came up, because he was a boy 
of great motor restlessness, especially in 
the early evening. This boy, too, had 
been admitted because of chorea, which 
had never subsided even though increas- 
ing amounts of sedative had been given. 
In the evening, when the children were 
supposed to go to sleep, this boy became 
still more overactive and restless, and 
the problem was: Shall we change from 
phenobarbital to bromo drugs, or what 
drugs shall we substitute? There was 
some discussion about that, and an in- 
tern stood up and said, “I have some- 
thing to admit. I am very worried about 
something. This boy is my patient. He 
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has been a great problem to me. He 
has been annoying to me, and last night, 
when he was supposed to go to sleep, I 
hauled off and hit him in the face. I 
am very sorry for this. I would like 
to make up to him now. I would like 
to do something. I have not done right 
by him. This boy has two requests that 
he keeps making. One is that he be 
allowed to wear a brown suit.” (The 
boy, being at rest, was not dressed. He 
had not been given a hospital jumper, 
which was a brown suit, like the other 
patients.) “The other request,” went on 
the intern, “was to be allowed to be up 
on the roof during the day. We have 
not given him that privilege because we 
are afraid that he cannot stand it, be- 
cause his heart won't take it. I would 
like to try stopping the phenobarbital 
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and give him a bromo and have him go 
up on the roof and see what will hap- 
pen.” That was done, and after a few 
days this boy was absolutely quiet and 
was discharged and has had no recur- 
rence of chorea or of cardiac or other 
rheumatic manifestations. 

In contrast to children who respond 
to illness with resistance, there are 
others who reply with feelings of pleas- 
ure. It is quite likely that in all of us 
pleasure is mixed with pain, and that 
illness may foster emotions of relief and 
joy after initial feelings of pain and 
displeasure, and that convalescence may 
offer surcease from a life of struggle 
and turmoil. This is expressed in mod- 
ern psychiatry as “the secondary gain” 
of illness. The sick person finds that 
his reliance on others for special care 
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and for protection is enjoyable, much 
as it was in early childhood and _ in- 
fancy, and he may consciously and un- 
consciously prefer to prolong this state 
of dependency rather than return to 
good health and the obligations of nor- 
mal living. Children with such feelings 
often regress tuo in their habits of eat- 
ing, toilet training, and sleeping. Only 
when health holds greater compensation 
than illness will they give up invalid- 
ism and special privileges, and even then 
they will continue to reflect on the illu- 
sory advantages of being sick. 


CHILD'S RESPONSE DEPENDS ON 
ADULTS 

This paper has so far been concerned 
with the personality reactions of sick 
and convalescent children, but it must be 
emphasized that their emotional re- 
sponsiveness is dependent in some degree 
on the personal characteristics of the 
adults who take care of them. The con- 
scious, and especially the unconscious, 
tendencies of parents, physicians, nurses, 
and other workers in close contact with 
infants and children leave marks upon 
their psychological performance and de- 
velopment. Any restlessness, fussiness, 
apprehension, irritability, as well as 
optimism and joy, will be communicated 
to them. Previously mention was made 
of the fact that sick children ojten 
regress in their habits to an infantile 
level. In this state of dependency they 
look for mothering from medical and 
nursing staffs as from parents, and if a 
happy transference relationship is set up 
between the ailing child and an adult 
who acts as a parent-substitute, a re- 
establishment of health may follow rap- 
idly. On the other hand, a prolongation 
of convalescence may ensue if the child 
fears that once he is better he will lose 
this new, loving parent or if the nurse 
does not realize that a strong emotional 
tie has been set up, which must gradu- 
ally be deflected back towards the real 
parents. A nurse, as a professional per- 
son, like the mother should know herself 
thoroughly so that she may watch her 
reactions and understand the rale she ts 
playing, lest unwittingly she foster un- 
due dependency through the exercise of 
what on the surface appears to be very 
good nursing care. 

RELATION BETWEEN PATIENT AND 

PHYSICIAN 


The interpersonal relationship of pa- 
tient and physician also evoke feelings in 
the ailing child. The role of the pliysi- 
cian is variable, and he too becomes a 
parent-substitute, a person of authorita- 
tive function, a hero, and even an indi- 
vidual with magical power. As a member 
of a committee on admissions to a medi- 
cal school, I am impressed by the num- 
ber of candidates who date their interest 
in medicine as a career to the time when 
certain physicians took care of them. 
On the other hand, one sees children 
under therapy in a psychiatric clinic who 
date their neurotic illnesses to fright- 
ening episodes in physicians’ offices 
and in hospitals. Psychological evidence 
shows that painful memories linger 


a 


46 
| 
OXICANT- EL | 
| 1 


Journal A.O.A. 
December, 1945 


the background of the mind and re- 
appear from time to time as fear of 
many things. The physician who con- 
sciously tries to avoid producing physi- 
cal fear, who is attentive to the timing 
of his therapy in terms of the psycho- 
logical as well as the physical needs of 
the patient, who does not deceive his 
patients, and who takes the time to listen 
to their doubts and fears and to answer 
their questions exerts powerful in- 
fluences of reassurance which eventually 
lessen the period of convalescence and 
prevent psychological complications of 
illness. 

One is naturally led at this point to 
mention other psychotherapeutic aids 
which are useful in promoting good 
health and recovery from sickness. There 
should at some point be mentioned the 
values of different dwelling places for 
a convalescent child, the home will 
stand out as the most ideal if the neces- 
sary physical treatment can be carried 
out unhampered. If hospitalization or 
placement in a convalescent home is in- 
dicated, that place should resemble the 
normal home life as much as possible. 
Home is extremely personal; the hos- 
pital atmosphere should simulate the 
home in this regard. 


Infants and children should be per- 
mitted to keep the ties with parents 
and home through regular visits, and 
the older children in addition should be 
permitted to keep up indirect communi- 
cation through mail and telephone mes- 
sages. On admission to a hospital, social- 
history data should be obtained from 
parents as to family relationships, indi- 
vidual toilet habits, toilet idiosyncracies, 
eating methods, food dislikes, and so on 
in order that all who plan for the child 
in his new residence may more easily 
make it resemble his permanent living 
conditions. 


Trained social-service workers are 
able to help family and child bridge 
the gap between home and _ hospital 
through interviews before admission, 
and especially at the time of admis- 
sion. These workers, through continu- 
ous contact with the child in the period 
of hospitalization, may help him to 
maintain a sense of belonging to his 
family even though he is away. Like 
anyone else in the group who cares 
for the patient they may be chosen by 
him to function as depositories for the 
inner feelings which arise in the child 
at each change in hospital routine. 


ADOLESCENT WELCOMES FREEDOM 

The adolescent often welcomes the 
opportunity to leave his family and 
benefits by separation because it rep- 
resents the emancipation which he is 
striving to accomplish. If those who at- 
tend him have reached a maturation of 
Personality development so that they are 
able to treat him as an individual in his 
own right, he will attempt to emulate 
their manner of living as adults with- 
out the feelings of ambivalence which 
usually surround relationships of adoles- 
cent and parent. 
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With each patient, attempts should be 
made to foster a feeling of stability. 
Frequent uprootings of residence in even 
such minor changes as shifts of bed- 
rooms add to potential feelings of ap- 
prehension and prevent bonds of friendly 
attachment from developing which is so 
essential for promoting security. 


It is understood that knowledge of 
the healthy infant and child must be 
had before one can deal adequately with 
the sick and convalescent. Without this 
information one does not know what 
goals are to be sought in the restorative 
processes, nor what reactions of think- 
ing and acting are to be expected from 
each individual. Much of this informa- 
tion will come from parents, or from 
the children as they play. 


PLAY 


In children, play is a natural medium 
for communication. It permits a child 
to tell us things about himself as a 
person his physical abilities, and his feel- 
ings. It enables him to try out physi- 
cal energy, to experiment with newly 
discovered endowments, and at the same 
time to gain something psychotherapeu- 
tically as he relates his experiences and 
emotions to others. It brings relaxation 
and rest, diverts the mind from stress, 
and acts as a safeguard against the de- 
velopment of undesirable habits such as 
excessive thumb-sucking, masturbation, 
and day-dreaming, through providing 
opportunity to express tension, anger, 
and resentment. Opportunities for di- 
versional and occupational play should 


“Your Income Tax Reports | 
| 
| 
\ —_ Check for. $8.00 
COLWELL PUBLISHING CO., 265 University Ave., Champaign, Ill. 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS te A.0.A. 


IN 
INFLAM 


DISPELS CONGESTION... RELIEVES PAIN 


Whether or not chemotherapy is being employed, 
decongestive therapy—as provided by Numotizine 
—is decidedly important in pneumonitis, grippe, 
tonsillitis, influenza and similar conditions. . . . 


NUMOTIZINE, Inc. 


900 NORTH FRANKLIN STREET CHICAGO 10, ILLINONS, U.S. A. 


ATORY 
CHEST AFFECTIONS 


be provided each child in keeping with 
his physical, intellectual, and emotional 
needs. Bedside and group instruction for 
school-age children also should be avail- 
able so that the child may develop a 
satisfaction of achievement comparable 
to that experienced by his peers who 
are in full activity and whom he may 
join on a level of equality in accom- 
plishment when he returns to school. 
In this paper, attempts have been 
made to present the emotional aspects 
of convalescence as moving forces, re- 
lated to the changing physical states of 
a child growing in a constellation of 
other individuals. Convalescent care was 
described in terms of dynamic mech- 
anisms with the aim of restoring physi- 
cal function and mental well-being and 


of preventing as much as possible all 
psychological and somatic residua—The 
Child, August, 1945. 


HAVE CITIZEN BOARDS A REAL 
FUNCTION TODAY? 
By Margaret Carey Madeira 
Former Member of the Pennsylvania State 
Welfare Commission 
There are two very hot issues of 
governmental policy related to public 
agency boards in general, and to boards 
of local governmental units in particu- 
lar. All of us who work with boards 
have some bias on these issues, but they 
are important in considering the value 
—or lack of value—of local boards in 
the fields of public assistance and the 
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now undefinable field of public welfare. 
In spite of our biases, we can be ob- 
jective about these issues and we must 
be to determine the real function of 
citizen boards today. 


This is the first issue: is it better to 
centralize authority over a given func- 
tion in the state or to divide such 
authority between state and local goy- 
ernment? And the second issue is this: 
is it better to concentrate authority in 
the chief executive at either the local 
or state level, or to diffuse it by the 
use of boards? Some people favor one 
of these forms of centraliZation, some 
favor the other, some favor both, some 
favor neither. 


So that you may be fully aware of 
my bias, my cards go down on the table 
now. I don’t favor either form in the 
sense of adhering to it on principle. My 
feeling is that in view of the trend 
toward centralization that has been so 
general in our time, the burden of proof 
should rest upon the centralizer. The 
shift of authority from the lower to 
the higher governmental level does not 
necessarily provide a solution to the 
problem of poor service. A sounder 
remedy, in many cases, for poor local 
administration of a function is improve- 
ment of local government — something 
the “Staters” all too often know and 
care nothing about. 


I feel the same awkward doubts about 
the wisdom of concentrating authority 
in the chief executive at either level. 
The theory behind the demand for such 
concentration is no doubt known to you 
all—namely, that by establishing a neat 
hierarchy under the executive, the latter 
is made clearly responsible for his ad- 
ministration and that if he doesn’t do a 
good job the voters will punish him by 
ousting him and putting him on their 
blacklist. One of the weaknesses of this 
argument is that it by no means follows 
that poor service in a given field will 
be a political disadvantage to the execu- 
tive responsible for it—or to the party 
that put him in office. Probably enough 
people are always interested in educa- 
tion and perhaps in public assistance to 
make it politically unhealthy to go in for 
too much monkey-business in_ these 
fields, but I think we have in Pennsyl- 
vania the evidence that no penalty ‘s 
necessarily attached to a poor job in 
welfare or health, or mental health or 
corrections. Another weakness in the 
argument in support of concentration 
of authority is that if you give too much 
power to an executive you may find it 
very difficult to oust him when you 
want to. That is why it is so easy to 
build up city machines and hard to 
break down their control; easier to get 
dictators in than out. 

To return now to the discussion of 
citizen boards, I hope you will be will- 
ing to consider it, not only in the light 
of recognition of these issues, but 
against the background provided by 4 
brief report on the prevalence of the 
use of citizen boards in the five states 
of the northeastern region and a sum- 
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mary of the purposes that may be 
served by them. We then will be in a 
better position to decide whether such 
purposes can be made sufficiently con- 
structive in the case of local boards of 
public assistance and welfare to justify 
this continuance of their establishment. 


THE CITIZEN BOARD 

Let us start by defining what we mean 
by a citizen board. It is, of course, a 
means of citizen participation in govern- 
ment, an outgrowth no doubt of the 
practice of colonial times when every- 
one took a hand in every activity of the 
community. I would define a citizen 
board as an official body, usually ap- 
pointed, whose work is related to a 
specific function or group of functions 
of a governmental unit, the members of 
which are not part of the regular staff 
of the governmental unit, and either 
serve without pay or on a per diem 
basis. I think it is necessary to say 
“usually” appointed because the great 
majority of school boards are elected. 
On the other hand, a large percentage of 
our urban population, particularly of 
cities of 200,000 or more, is served by 
appointed boards. 

There are various types of power 
given to citizen boards and these powers 
are granted in varying combinations. 
Probably some of you can add to my 
list of nine types of power. First there 
is executive power such as is given the 
Selective Service Boards. It seems to 
me sensible to distinguish between this 
and administrative power such as our 
county boards of assistance have, and 
that the failure to make this distinction 
may lie at the root.of much misunder- 
standing between board and staff. An 
executive board, according to my no- 
tions, actually carries out the law and 
its own policies and rules and regula- 
tions. An administrative board dele- 
gates to its executive the power to 
carry out the law, etc., acting upon 
executive functions only in a supervis- 
ory capacity. 

The third most important power is 
tax-levying which so far as I know is 
limited to the school boards. The fourth 
is probably policy making. As Clarence 
King points out, to permit boards to 
make policies is diametrically opposed 
to the theory lying behind the cabinet 
form of government but he seems to 
think it is o.k. and so do I under cer- 
tain conditions. The fifth and sixth types 
of power are the quasi-legislative and 
quasi-judicial; the seventh, the power 
to qualify candidates; the eighth, super- 
visory power which some boards have 
with no direct control over the execu- 
tive; and the ninth is the power, if 
you can call it that, to advise, with no 
assurance that your advice will be taken. 

Now as for the prevalence of citizen 
boards. In recent years extensive use 
has been made of them to carry out 
provisions of federal law, as in connec- 
tion with WPA, selective service and 
rationing. Our experience with them in 
State and local government is, however, 
of longer duration. Their use is com- 
moner in those fields of government in 
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which large groups of people are im- 
mediately interested and concerning 
which views may differ widely—namely 
public assistance, mental health, correc- 
tions, welfare in the residual sense, 
health, education and labor. The use 
of the board is, however, by no means 
confined to these fields. For instance, 
one of the most successful boards we 
have in Pennsylvania is the Bankinz 
Board. 
IN PENNSYLVANIA 

In the state government of Pennsyl- 
vania in these seven fields alone there 
are now 147 citizen boards including, 
let me say in the interests of clarity, 
sixty-seven county boards of public as- 
sistance. We also have a State Board 
of Public Assistance described as ad- 
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ministrative but really policy making, 
quasi-legislative and quasi-judicial. In 
the Department of Welfare, which in 
Pennsylvania covers the mental health 
and correctional program, there are: 
the State Welfare Commission, which is 
quasi-legislative and advisory; the Com- 
mission for the Blind, which is adminis- 
trative, and thirty-seven administrative 
institutional boards. There is a State 
Council of Education in the Department 
of Public Instruction— serving also as 
the Board of Vocational Education— 
which is vested with important admin- 
istrative powers. Also in this department 
are the administrative boards of trus- 
tees of three institutions for training of 
special groups of children, and of four- 
teen teachers’ colleges; the examining 
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boards for fourteen professions and 
occupations and finally the Pennsyl- 
vania Historical Commission. In the 
‘Department of Health are: the State 
Board of Health, which is quasi-legis- 
lative and advisory, the Sanitary Water 
Board and the Undertakers Board, both 
of which are administrative. The State 
Industrial Board, which has important 
administrative functions, is in the De- 
partment. of Labor and Industry, as are 
the Boiler Advisory Board, the Elevator 
Advisory Board and the Apprenticeship 
Council, which is not a statutory board. 
We have had two temporary boards es- 
tablished under our minimum wage 
law, which were associated with this 
department. 


One hundred and forty-seven boards 
is a lot of boards but that is not the 
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end of the story. These are only state 
boards. I see no way of even guessing 
at the number of boards of local insti- 
tutions, but if you should add to these 
147 boards 755 local boards of health 
and 2,544 school boards you would have 
a very grand total. 


Perhaps some of you will assume that 
Pennsylvania takes too easily to citizen 
boards, but before turning to other 
states in the regfon, I want to call your 
attention to the fact that ours is what 
is known to students of government as 
a “code state.” The state functions are 
supposed to have been sorted out and 
tied up in neat packages and the useless 
agencies eliminated. It is, however, in- 
teresting to note that administrative 
reorganization does not necessarily effect 
a lasting reduction in the number of 
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state boards and commissions. This fact 
was clearly brought out in a study made 
in 1937 of the governments of Pennsyl- 
vania, Maryland, New York and Illinois 
—all code states—the evidence indicating 
that the number of boards and commis- 
sions in these states had increased rather 
than diminished since reorganization’ 
As a matter of fact the information | 
have been able to assemble on New 
York, New Jersey, Delaware and Mary- 
land, indicates that citizen boards are 
used in the seven fields I have named 
in these four states for even more im- 
portant purposes than they are used in 
Pennsylvania. 


MARYLAND 


To begin with Maryland, there is a 
State Board of Public Welfare which 
appoints the director of the department 
without term. This board makes poli- 
cies, has quasi-legislative power, deter- 
mines qualifications of personnel em- 
ployed in the work of the state and local 
departments and approves candidates for 
the county welfare boards. Each of the 
four training schools under the super- 
vision of the department has a board 
of managers. There is a State Board 
of Correction, the chairman of which: is 
the salaried director of the department, 
appointed by the Governor. The board, 
in turn, appoints the Superintendent 
of Prisons and all other personnel, not 
only of the department, but also of the 
four state penal institutions which are 
under the control of the State Board of 
Correction. There is an administrative 
board in the Department of Health 
which appoints the director without 
term. In the last legislatiure, provision 
was made for two advisory committees 
which will be associated with this de- 
partment. In Maryland, the State Board 
of Mental Hygiene recommends the 
Commissioner of Mental Hygiene, who 
is then appointed by the Governor with- 
out term. This board has veto power 
over all medical appointments to the 
five state hospitals supervised by the 
board, each of which has a board of 
managers. The Department of Educa- 
tion is headed by the State Board of 
Education which appoints the Superin- 
tendent of Schools for a four-year term. 
The board, plus the superintendent, 
serves as the board of trustees of the 
teachers’ colleges, but there are separate 
boards of the state university and state 
college. A feature of the Maryland 
educational system that may be surpris- 
ing to some of you is that the Governor 
appoints the twenty-three cowty boards 
of education. There also are adminis- 
trative boards. There appear to be 
twenty-one examining boards in Mary- 
land. The Department of Labor has no 
permanent citizen boards and there is no 
minimum wage law in Maryland. An 
Advisory Council, however, is associated 
with the Unemployment Compensation 
Board which is not in the Department 
of Labor. If I haven’t missed a trick, 


1Social Forces, Vol. 16, No. 4, May 1938 
“Citizen Participation in the Governments of 
Reorganized States.” W. rooks Graves, 
Temple University. 


50 | 
| 
7 
EXan, 
NATION, | 
- 
: 
uw! 
— <> 
j => 
| 
| 
} 
| 
| | 


ournal A.O.A, 
cember; 1945 


there are 63 state boards in Maryland 
that conform to the definition we are 
using. 

\s for the local level, there is an 
administrative welfare board, in each of 
the twenty-three counties, which is a 
part of the local government, responsible 
for distribution of state and federal 
funds under state supervision. There is 
also an advisory committee associated 
with the Department of Public Welfare 
of Baltimore City. The county boards 
of health are not citizen boards in the 
sense in which we are using the words, 
since the boards of county commission- 
ers serve in the capacity of boards of 
health. 


DELAWARE 


In Delaware, the State Board of Wel- 
fare, which administers ADC and other 
child welfare services, appoints the ex- 
ecutive director; the Old Age Welfare 
Commission, which administers general 
assistance as well as old age assistance, 
appoints all personnel, including the 
executive. There is a Commission for 
the Blind, a Commission for the Feeble- 
minded, and there are boards of trustees 
for the state mental hospital and for 
two training schools. The Parole Board 
appoints the parole officer; the State 
Board of Health, an administrative 
board with broad quasi-legislative pow- 
ers, appoints its executive secretary 
without term. The State Board of Edu- 
cation is an administrative board and 
appoints the Superintendent of Public 
Instruction for one year. The state uni- 
versity and state college have boards of 
trustees. There are at least twelve in- 
dependent examining boards. The State 
Labor Commission appoints its two en- 
forcement officers and there is an Ad- 
visory Council associated with the Un- 
employment Compensation Commission. 
That makes a total of 25 state citizen 
boards in Delaware in the seven fields. 

As for local boards, there seem to 
be none at present in the fields of pub- 
lic assistance and welfare, though plans 
for county advisory welfare boards are 
now developing. According to law there 
are supposed to be local boards of 
health appointed in every incorporated 
community in Delaware. Actually, I am 
told, very few have been appointed and 
they rarely function. Presumably the 
local authorities ask the State Board of 
Health to assume their duties which 
they are by law empowered to do. There 
are boards of education in Delaware 
for each of the fourteen special districts 
and boards of trustees for 123 state 
board units. 


NEW JERSEY 


In New Jersey the State Board of 
Control appoints without term the Com- 
missioner of the Department of Institu- 
tions and Agencies, which administers 
the state functions in the fields of mental 
health, corrections, blind assistance and 
welfare, including ADC. The Board of 
Children’s Guardians is in this depart- 
ment as is the Commission for the 
Blind. There is an administrative board 
for each of the seventeen institutions 
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under the department. The State Board 
of Health appoints the director of the 
department for a four-year term and 
there are two examining boards in the 
department, members of which are ap- 
pointed by the State Board. The Di- 
rector of Health or his representative 
serves as a member of the Crippled 
Children’s Commission, which seems to 
be an independent agency. The State 
Board of Education has general super- 
vision and control of public instruction, 
of the Department of Education, of the 
Teachers Colleges and of two institu- 
tions for training of special groups. 
There are sixteen examining boards. 
The Mediation Board and the State Mi- 
grant Labor Board are in the Depart- 
ment of Labor and, under the minimum 
wage law, six temporary boards ap- 


pointed by the Commissioner of Labor 
have been established. Until about two 
months ago, the Unemployment Com- 
pensation Commission of New Jersey 
served without salary, but the law has 
now been amended because of the heavy 
demands upon this agency. The Unem- 
ployment Compensation Act authorizes 
the establishment of appeal tribunals 
composed of two citizens and one sal- 
aried member; of a State Advisory 
Council and of local councils. The local 
councils, however, have not been estab- 
lished, the Advisory Council has recently 
not been very active, and the commis- 
sion has not made use of the provision 
of the law authorizing the appointment 
of tribunals. The total of permanent 
state citizen boards in the seven fields 
in New Jersey appears to be 44. 


5] 
— » Pa 
, 
Bakes SS 
4 
= » 
Eyoecullly 
= = 


52 PLEASE MENTION THE JOURWAL WHEN WRITING TO ADVERTISERS 


IDEAL FOLDING TABLE 


Walnut finish. 


Well constructed, strong. 

Will not tip or shake. 

Easy to open and close. 

Length 69”. Width 20” and 22”. 
Height 2714”. Weight 32 lbs. 


Artificial leather cover. 

Heavy standard padding. 

(Shipping weight 35 to 37 lbs.) 

le Price, 20” Table—$33.00; 22” Table—$35.00 
Stirrups No Longer Obtainable 

Unconditional guarantee on workmanship and materials, All items shipped 


f.o.b. from factory in Kirksville, Mo. Cash must accompany orders. 


American Osteopathic Association 
139 N. Clark Street 
Chicago 2, Illinois 


On the local level there are twenty- 
one county welfare boards appointed by 
the freeholder boards, which administer 
old age assistance under state supervi- 
sion. In each of the 567 autonomous 
health units in New Jersey, there is a 
legal board of health. In municipalities 
having the commission form of govern- 
ment, however, this simply means .that 
the elected authorities constitute them- 
selves the board of health. Approxi- 
mately 553 boards administer school af- 
fairs locally. 


NEW YORK 


In New York, there is a State Board 
of Secial Welfare which selects the 
commissioner, who in turn is responsible 
for the organization, personnel, admin- 
istration and general functioning of the 


department. There are boards of vis- 
itors for each of the five institutions 
under the department. There is a Com- 
mission of Correction, implemented by 
a staff, which supervises the institutions 
under the Department of Correction; a 
Probation Commission in this depart- 
ment and boards of visitors for three 
of the correctional institutions. In the 
Department of Health, there is a quasi- 
legislative and advisory board, the Pub- 
lic Health Council which has among its 
functions the determination of qualifica- 
tions of state and local public health 
officials. The Commissioner of Health 
is authorized to appoint committees of 
consultants in various technical fields 
to help in the formulation of policies, 
etc., and there are now four of these 
committees. There is no state board 
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covering the Department of Mental Hy- 
giene, but each of the twenty-four in- 
Stitutions under the department has a 
board of visitors and associated with 
them is the Board of Psychiatric Exam- 
iners. The State Education Department 
is headed by the Board of Regents, a 
citizen board elected by the legislature 
and charged with the appointment of 
the commissioner and deputy-commiis- 
sioner. The Board of Regents appoints 
for eath of the eleven teachers’ colleges, 
boards of visitors which not only inspect 
the colleges, but recommend their presi- 
dents as well. There are six state agri- 
cultural and technical institutes which 
are under the department and five other 
boards of miscellaneous institutions and 
agencies. There are thirteen examining 
boards functioning under the Board of 
Regents. (The Board of Law Examin- 
ers is appointed by the Court of Ap- 
peals) In the Department of Labor, 
there are six boards that conform to 
this definition we are using: the Indus- 
trial Council, the Unemployment Insur- 
ance Advisory Council, the Board of 
State Fund Commissioners, the Adyvis- 
ory Commission for Self-Insurance, the 
Advisory Board for the Division of 
Bedding and the Apprenticeship Council. 
Six temporary boards have been ap- 
pointed by the Commissioner of Labor 
to carry out the provisions of the mini- 
mum wage law. There seem to be 
permanent citizen boards conforming to 
our definition in New York State. 


As for the local level, only a few 
counties in New York have boards of 
social or public welfare. There are 
1,141 local health jurisdictions, exclusive 
of New York City, served by the same 
number of boards of health. As in 
other of the five states this often means 
that the elected municipal authorities act 
as the board of health. In addition, 
however, to this very large number of 
local boards that do conform to our 
definition, there are forty-two county 
public health committees whose mem- 
bership is partly citizen, and six county 
boards of health associated with county 
health departments. There are 5,730 
school districts. In most of these there 
is a school board, but in some of the 
smaller districts a sole trustee acts with 
all the powers of the board. 


This report on boards in seven fields 
in five states may seem to you to repre- 
sent what I think is known as a pleth- 
ora. It is only reasonable for us to ask 
ourselves what purpose this multitude 
of bodies are designed to serve. 


THE CITIZEN TAKES A HAND 


A general and historic purpose which 
seems to me to lie behind all but the 
examining boards is to give the citizen 
an opportunity to take a hand in de- 
cisions which affect him or his commun- 
ity in an important way. My bias may 
be at work here, but it seems to me 
that this is a desirable end, even if it 
is attained at the cost of some efficiency. 
I think such participation is a defense 
against bureaucracy—a danger which in- 
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evitably increases as controls by govern- 
ment increase. The specific purposes 
served vary with the powers the boards 
are granted. 

A board may be given executive 
power either because the jurisdiction is 
too small to employ staff, as probably 
is often the case with boards of health, 
or because the function with which it is 
entrusted combines the features of be- 
ing of supreme importance to the whole 
public and the absence of the require- 
ment of professional training. The draft 
boards illustrate the latter purpose and 
on the whole seem to have deserved the 
confidence of the public. 

If a board has administrative power, 
as have the county boards of assistance 
in Pennsylvania, or of welfare in Mary- 
land, or the institutional boards of New 
Jersey, or only supervisory power, such 
as have the boards of visitors in New 
York, at least in theory, the members 
also serve as trustees for the public— 
as a means of giving assurance to the 
public that the function in question will 
be handled both humanely and with the 
best interests of the public in mind. 
The purpose is certainly worthy of more 
effort than usually goes into it. An ad- 
ministrative board whose members serve 
staggered terms, heading a state depart- 
ment, may also serve the highly im- 
portant specific purposes of effecting 
selection of the department’s executive 
on the basis of merit rather than be- 
cause he has earned a political reward, 
and of retaining a good executive in 
spite of changes in the state adminis- 
tration. I will refer later to reasons 
why the fulfillment of the purposes is 
unlikely except where there is civil 
service. 

Back of the policy-making powers as 
well seems to lie the idea of trustee- 
ship for the public and the belief that 
a group can more truly reflect the peo- 
ple’s thinking than can the mind of one 
administrator. I know it may be claimed 
that a group serves as a brake upon 
the administrator and that the profes- 
sional could do a better job of develop- 
ing policies alone. No doubt this is 
sometimes true, but I wonder if those 
brakes aren’t needed. In one of the 
publications on school boards I have just 
read I found this line: “In the conduct 
of public education the function of the 
layman is to moderate the transports 
of the experts.” Perhaps the same kind 
of moderating is needed sometimes in 
the fields with which we are immedi- 
ately concerned. 

Again, if the members of a board 
serve staggered terms, even if the board 
has no appointive power, it serves the 
purpose of maintaining continuity of 
policy—certainly a desirable end, assum- 
ing that policy is not a static attitude, 
but one responsive to new needs and 
new points of view. Our welfare insti- 
tution boards serve straight four year 
terms, but the terms of the members of 
the county and state boards of assistance 
are staggered and the statute, I believe, 
so far usually has been observed. The 
Preservation of continuity seems to me 
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an important purpose to be served by 
both these types of board. Moreover, 
I believe that both types of board, 
particularly the county boards of assist- 
ance, should help to formulate state 
policies; that state policy should have 
its roots where the human problem is 
actually being met. I would not for a 
moment defend the pursuit of an inde- 
pendent policy by a board that is part 
of a state system, but it seems to me 
there should be some effective means of 
building from the bottom up. 

The purpose served by quasi-legisla- 
tive power is not only to embody the 
working regulations of an agency, but 
to avoid the inflexibility of law. Rules 
and regulations that have the force of 
law are made on the basis of a grant 


of legislative power by many state 
boards, including such ad hoc authori- 
ties as minimum wage boards. The pur- 
pose served by the quasi-legislative 
power is obviously to give a fairer 
hearing in controversies than could be 
provided by one individual. 


The purpose of the power to qualify 
candidates for a profession hardly re- 
quires discussion. Here, as in many 
other instances, one finds the state mak- 
ing use, on boards, of experts whose 
services are not needed on a full-time 
basis, or who would not be available 
on such a basis. I am going to side- 
step the purpose for which tax-levying 
power is given to school boards since 
it is not germane to our topic and would 
lead us too far afield. 
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Finally we come to advisory power, 
which perhaps you can hardly call a 
power at all. It is sometimes left to a 
board after it is shorn of administrative 
responsibility. It doesn’t look like much. 
But I have been wondering lately if 
I haven't missed some of its implica- 
tions. Isn’t at least some supervisory 
power implied when a board is given 
advisory power? I am not quite clear 
about this myself, but it seems to me 
that if the members of an advisory 
board had reason to believe the execu- 
tive was doing a bad job they would 
owe it to the public to bring this fact 
to the attention of the appointing power. 
In short, I think there is some measure 
of trusteeship implied even here. 

These briefly are the purposes I see 
the possibility of serving through the 


use of citizen boards. It seems to me 
that they are good purposes. I do not 
need to tell you that sometimes they 
are fulfilled and sometimes perverted— 
you know better than I. But so is every 
other form of governmental machinery. 


THE REAL FUNCTION OF BOARDS 


Now as for the question that is our 
topic, we are faced with certain facts; 
that this form of citizen participation is 
deeply rooted in our past; that as new 
and important functions are assumed by 
government it often happens that citizen 
boards are seen as a natural and neces- 
sary adjunct to the regular machinery 
of government; that the purposes they 
may serve are good purposes. 

On the basis of these findings I would 
like to suggest that these boards are 
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inevitable in our form of government, 
whether we like them or not; that they 
are a part of the democratic process, 
a part which, in fact, we may find of 
increasing value as government control 
of various aspects of our life is ex- 
tended. In short, I believe that citizen 
boards have a real function today. 


So my humble suggestion is that in- 
stead of spending more time and effort 
griping about boards and arguing wheth- 
er or not we want to have them, we 
decide we are going to have them and 
put our minds on the problem of making 
them fulfill their purposes more satis- 
factorily. 

There are certain changes that oc- 
curred to me as I was preparing this 
paper. I would like to suggest them 
to you. 

First of all, can we reduce their num- 
ber? In deciding that citizen boards 
have a real function, one does not com- 
mit himself to the belief that every 
single board is sacred. Health and edu- 
cation are perhaps the two most obvious 
fields where a reduction of boards by 
combination of jurisdictions is indicated 
—where in fact it is progressing—but 
perhaps a better local board of public 
assistance could be set up for two or 
more small counties than can be organ- 
ized for one. Where the county is partly 
responsible for financing public assist- 
ance, this would appear to present diffi- 
culties, but not insuperable ones. A 
perennial favorite among the proposals 
of efficiency experts in Pennsylvania is 
that institution boards should be abol- 
ished and their functions taken over by 
a state board. When I started to think 
about this business a month ago, I was 
pretty nearly sold on the proposal my- 
self. I am not any more. I know very 
well that some of these boards, espe- 
cially some in the correctional field, have 
been an infernal nuisance in this state, 
but I also know that those under the 
Department of Welfare have, except for 
all too brief periods, had precious little 
leadership from the state. I think to 
abolish them would be like throwing 
out the baby with the bath; they have 
a real job to do and we had better help 
them do it. 

Second, I’d like to see overlapping 
terms established for all such boards 
as we are discussing. Probably most 
of you from other states take this safe- 
guard for granted—in Pennsylvania we 
don’t. The constitution expressly pro- 
vides that, with two exceptions, the 
appointing power may remove the ap- 
pointee and the code establishes straight 
four year terms for the majority of 
boards. We can’t do anything about the 
constitution now, but even the statutory 
provision of staggered terms would, | 
believe, improve the chances of our get- 
ting politically independent boards. 

Third, I wonder whether the law 
should not in some instances not only 
more clearly define the powers ot 
boards, but their minimum responsibili- 
ties as well. I think that the haziness 
of some of our laws must lead to un- 


| 
| 
qhe | 
Jat? 
arent 
| 
_ 


fournal A.O.A. 
December, 1945 


necessary friction between board and 
staff. 

Fourth, it seems to me desirable to 
erant powers to citizen boards with ref- 
erence to existing tradition and existing 
laws that may affect quality of service, 
both paid and unpaid. For instance, 
| would think that in states which have 
a lively tradition favoring good public 
service, it might well be safer to grant 
wider powers than it is in Pennsyl- 
yania. Moreover, where there is civil 
service throughout the state government, 
as in New York, New Jersey, and Mary- 
land, it would seem safer to grant ad- 
ministrative power to state boards than 
it is in Pennsylvania, where civil service 
is limited to certain programs. I’m 
afraid, for example, that the very fact 
that our institution boards are adminis- 
trative makes them much too attractive 
to the wrong people. Probably until the 
time when employees of these institu- 
tions are under civil service, it would 
be better not to put temptation in the 
way of their boards. 

Fifth, as to selection of board mem- 
bers, it seems to me _ several things 
might be eonsidered. For one, the meth- 
od of selection might be improved. In 
some states in the northeastern region, 
the law provides means that seem at 
least favorable to the appointment of 
good people. For example, the institu- 
tion boards of New Jersey are chosen 
by the State Board of Institutions and 
Agencies, with the consent of the gov- 
ernor; the county boards of welfare of 
Maryland are chosen by a somewhat 
elaborate system, which we hoped for 
a while to copy in Pennsylvania. I wish 
we had. Those of you who are not 
familiar’ with the Maryland plan might 
be interested in a few lines from a re- 
cent letter of the Commissioner of 
Welfare, J. Milton Patterson: 

“The members of the county welfare 
boards in Maryland are appointed by 
the County Commissioners from a list 
submitted to them by the State Depart- 
ment of Public Welfare. Such list con- 
tains the names of two people from 
which the Commissioners select one to 
fill each vacancy. More attention is 
given to the appointment of county wel- 
fare board members than any other one 
thing we do in our local program. We 
scour the counties for people who have 
some interest in civic affairs and who, 
it is felt, have an interest in people 
and will make good board members. 

“We recommend no one who holds 
political office by election or appoint- 
ment,-and we see to it that the differ- 
ent political parties are represented so 
that no board is made up of people 
from only one party; and I can assure 
you that the job seeks the person, and 
not the person the job.” 

Perhaps we in Pennsylvania could 
think up a better way of selecting our 
institution boards. Certainly they should 
be so chosen that they would represent 
adequately the people served by the in- 
stitution. Perhaps we could establish 


qualifications that could be written into 
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the law. Certainly, however, a lot more 
could be done by other than legal 
means to promote selection of good and 
representative boards than has _ been 
done so far. 


Sixth, it seems to me that either to 
supplement legislation or to serve as a 
basis for it, an effort should be made 
to differentiate clearly the functions of 
board and staff. This appears to have 
been done satisfactorily in the educa- 
tional field where probably more think- 
ing has been done about board-staff 
relations than in the newer fields of 
public assistance and welfare. I would 
like to take this opportunity to call your 
attention to two publications that I read 
in preparing this paper—The Biennial 
Survey of Education in the United 
States 1938-40, on “Practices and Con- 
cepts Relating to City Boards of Edu- 
cation,” published by the United States 
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Office of Education, and the Research 
Bulletin of the National Education As- 
sociation of January, 1933, on “The 
School Board Member.” I am not sug- 
gesting that we should take over con- 
clusions that have been reached in the 
educational field. I do suggest that these 
conclusions are interesting and stimulat- 
ing. The Research Bulletin, for in- 
stance, contains a composite code of 
ethics for board members. Why should 
we not ask groups of board members 
in our field to develop a code of ethics? 


THE BOARD 


To return to the question of differ- 
entiation of function, since my sugges- 
tion may never be followed, this seems 
to be an appropriate time to express 
my general convictions on this subject. 
As I have already indicated, I do not 
believe it is the responsibility even of 
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an administrative board to run the pub- 
lic agency with which it is associated. 
I do believe, with Clarence King again, 
that “The community has a right to 
expect that the board will keep informed 
of the quality of work done by the 
executive and his staff.” I am sure that 
executives must suffer awfully from the 
excess of zeal of board members who 
want to assume executive responsibility. 
On the other hand, I wonder if board 
members aren’t sometimes unnecessarily 
chilled by the assumption of profession- 
als that they are halfwits and frustrated 
in their completely reasonable desire to 
do their duty. A board member must 
keep close enough to the work of the 
agency to be able to judge the quality 
of work done—otherwise he cannot ful- 
fill his trusteeship. It is not reasonable 
to expect a responsible person to give 
support as a board member to an agency 


if he cannot know what it is doing, and 
it is not possible for him to interpret 
the agency to the public if he does not 
really understand it. 

Finally, I think more effort should 
be made to educate board members and 
I find I am not alone in suggesting that 
institutes be organized for them. It 
would seem necessary to vary the pro- 
grams of such institutes according to 
the type of board whose members would 
attend it, but in some respects they 
could probably be similar. By such 
means the board member could be 
helped to see the part his agency plays 
in the state program, to relate the state 
program to other functions of the state; 
his attention could be directed to the 
community his agency serves, to its 
problems and resources, and he could be 
shown specifically how he could inter- 
pret the policies and needs of the agency 
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and in turn learn of his community's 
needs. 


Another means of board member edu- 
cation that seems to me worth consid- 
ering is a handbook so designed that it 
would be a means of helping the board 
member to determine the quality of 
work of the agency. I think I can best 
illustrate what I have in mind by tell- 
ing you of something we did in the 
Public Charities Association some years 
ago when we were making more fre- 
quent visits to the state welfare insti- 
tutions. Feeling the need of the means 
of making an orderly report on what 
we saw and heard, we prepared three 
questionnaire forms relating to the ade- 
quacy both of physical plant and of 
personnel—one for mental hospitals, one 
for schools for the feeble minded and 
one for correctional institutions. We 
never really perfected these forms and 
I think they were too detailed for our 
own use. There is no doubt in my mind, 
however, but that by using such a form 
for one day we learned more about the 
institutions we visited than we would 
have done by months of aimless visit- 
ings. It is all too easy for defects to 
escape one’s attention unless it is direct- 
ed to them. By way of illustration, the 
superintendent of an institution for the 
feeble minded told me that when he had 
come there the children were getting 
their drinking water from the toilets. 
There were no drinking fountains—no 
one had thought of the toilets as the 
children’s solution. Another illustration 
from my own experience comes from a 
visit to the T.B. pavilion of a state hos- 
pital. It was a hot day and the pavilion 
was swarming with flies, which clus- 
tered on patients too weak even to brush 
them away. The simple explanation was 
that there were no fly screens—a fact 
which had escaped the attention of the 
state department’s representative on a 
recent visit, no doubt on a cool day or 
before the fly season. I could not at- 
tempt to .suggest equivalents to this 
questionnaire form to be used in con- 
nection with other services, but I would 
think they could be developed and that 
they would be a useful means of edu- 
cating the board member. 


I wouldn’t be surprised if you had 
decided by now that boards can’t pos- 
sibly be worth the trouble I’m suggesting 
be taken about them — I hope you 
haven’t. But if you incline to, remem- 
ber this—that in the fields of education 
and health the use of boards is far more 
extensive than it is in our field. Yet 
today I am told, there is no substantial 
body of opinion that favors the aboli- 
tion of boards of health, and as for the 
school boards, the educators themselves 
are solidly behind them. 

In conclusion let me express again 
my opinion that citizen boards have 2 
real function today. The suggestions ! 
have just made indicate not only that 
I believe they often fail to fulfill their 
functions satisfactorily but that there 
are means available by which they cou!d 
be helped to do so. 
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It seems to me it would be appropri- 
ate for people in the field, who have 
already demonstrated their leadership 
in many other ways, to take the initia- 
tive in stimulating interest in making 
more effective this form of citizen par- 
ticipation —Public Welfare, September, 
1945. 


PRESIDENT TRUMAN'S HEALTH 
INSURANCE MESSAGE 
President Truman on November 19 deliv- 
ered to Congress a message on a national 
health program. It was in part as fellows: 

In my message to the congress of 
Sept. 6, 1945, there were enumerated 
in a proposed economic bill of rights 
certain rights which ought to be assured 
to every American citizen. 


Ohe of them was: “The right to 
adequate medical care and the oppor- 
tunity to achieve and enjoy good 
health.” Another was the “right to ade- 
quate protection from the economic 
fears of . . . sickness .. .” 


Millions of our citizens do not now 
have a full measure of opportunity to 
achieve and enjoy good health. Millions 
do not now have protection or security 
against the economic effects of sickness. 
The time has arrived for action to help 
them attain that opportunity and that 
protection. 


The people of the United States re- 
ceived a shock when the medical ex- 
aminations conducted by the Selective 
Service System revealed the widespread 
physical and mental incapacity among 
the young people of our nation. 


As of April 1, 1945, nearly 5,000,000 
male registrants between the ages of 18 
and 37 had been examined and classified 
as unfit for military service. The num- 
ber of those rejected for military serv- 
ice was about 30 per cent of all those 
examined. The percentage of rejection 
was lower in the younger age groups, 
and higher in the higher age groups, 


reaching as high as 49 per cent: for 
registrants between the ages of 34 
and 37. 


In addition, after actual induction, 
about a million and a half men had to 
be discharged from the army and navy 
for physical or mental disability, exclu- 
sive of wounds; and an equal number 
had to be treated in the armed forces 
for diseases or defects which existed 
before induction. 


Among the young women who applied 
for admission to the Women’s Army 
Corps there was similar disability. Over 
one-third of those examined were re- 
jected for physical or mental reasons. 


It is not so important to search the 
past in order to fix the blame for these 
conditions. It is more important to re- 


solve now that no American child shall 
come to adult life with diseases or de- 
tects which can be prevented or cor- 
rected at an early age. 
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The poor have more sickness, but they 
get less medical care. People who live 
in rural areas do not get the same 
amount or quality of medical attention 
as those who live in our cities. 


In the past the benefits of modern 
medical science have not been enjoyed 
by our citizens with any degree of 
equality. Nor are they today. Nor will 
they be in the future—unless govern- 
ment is bold enough to do something 
about it. 

Our new economic bill of rights 
should mean health security for all, 


regardless of residence, station, or race 
—everywhere in the United States. 


We should resolve now that the health 
of this nation is a national concern; 
that financial barriers in the way of 


attaining health shall be removed; that 
the health of all its citizens deserves 
the help of all the nation. 


There are five basic problems which 
we must attack vigorously if we would 
reach the health objectives of our eco- 
nomic bill of rights. 


1. The first has to do with the num- 
ber and distribution of doctors and 
hospitals. One of the most important 
requirements for adequate health serv- 
ice is professional personnel — doctors, 
dentists, public health and hospital ad- 
ministrators, nurses, and other experts. 


The United States has been fortunate 
with respect to physicians. In propor- 
tion to population it has more than any 
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large country in the world, and they 
are well trained for their calling. It is 
not enough that we have them in suffi- 
cient numbers. They should be located 
where their services are needed. In this 
respect we are not so fortunate. 

The distribution of physicians in the 
United States has been grossly uneven 
and unsatisfactory. Some communities 
have had enough or even too many; 
others have had too few. Year by year 
the number in our rural areas has been 
diminishing. 

Indeed, in 1940, there were 31 counties 
in the United States, each with more 
than a thousand inhabitants, in which 
there was not a single practicing phy- 
sician. The situation with respect to 
dentists was even worse. 

One important reason for this dis- 
parity is that in some communities there 
are no adequate facilities for the prac- 
tice of medicine. Another reason is that 
the earning capacity of the people in 
some communities makes it difficult, if 
not impossible, for doctors who practice 
there to make a living. 

The demobilization of 60,000 doctors, 
and of the tens of thousands of other 
professional personnel in the armed 
forces is now proceeding on a large 
scale. Unfortunately, unless we act rap- 
idly, we may expect to see them concen- 
trate in the places with greater financial 
resources and avoid other places, making 
the inequalities even greater than before 
the war. 

Demobilized doctors cannot be as- 
signed. They must be attracted. In 
order to be attracted, they must be able 
to see ahead of them professional oppor- 
tunities and economic assurances. 

About 1,200 counties, 40 per cent of 
the total in the country, with some 
15,000,000 people, have either no local 
hospital, or none that meets even the 
minimum standards of national profes- 
sional associations. 

I want to emphasize, however, that 
the basic problem in this field cannot be 
solved merely by building facilities. They 
have to be staffed; and the communities 
have to be able to pay for the services. 
Otherwise the new facilities will be little 
used. 

2. The second basic problem is the 
need for development of public health 
services and maternal and child care. 
Great areas of our country are still with- 
out these services. This is especially 
true among our rural areas, but it is 
true also in far too many urban com- 
munities. 


Although local public health depart- 
ments are now maintained by some 18,000 
counties and other local units, many of 
these have only skeleton organizations, 
and approximately 40.009,000 citizens of 
the United States will live in communi- 
ties lacking full time local public health 
service. At the recent rate of progress 
in developing such service, it would take 
more than a hundred years to cover the 
whole nation. 

If we agree that the national health 
must be improved our cities, towns, and 
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farming communities must be made 
healthful places in which to live through 
provision of safe water systems, sewage 
disposal plants, and sanitary facilities. 

Our streams and rivers must be safe- 
guarded against pollution. In “addition 
to building a sanitary environment for 
ourselves and for our children, we must 
provide those services which prevent dis- 
ease and promote health. 

Services for expectant mothers and for 
infants, care of crippled children or 
otherwise physically handicapped chil- 
dren and inoculation for the prevention 
of communicable diseases are accepted 
public health functions. So, too, are 
many kinds of personal services, such as 
the diagnosis and treatment of wide- 
spread infections like tuberculosis and 
venereal disease. A large part of the 
population today lacks many or all of 
these services. 

3. The third basic problem concerns 
medical research and professional edu- 
cation. 

We have long recognized that we 
cannot be content with what is already 
known about health or disease. We must 
learn and understand more about health 
and how to prevent ‘and cure disease. 

Research—well directed and continu- 
ally supported—can do much to develop 
ways to reduce those diseases of body 
and mind which now cause most sick- 
ness, disability, and premature death— 
diseases of the heart, kidneys, and ar- 
teries, rheumatism, cancer, diseases of 
childbirth, infancy and childhood, res- 
piratory diseases, and tuberculosis. And 
research can do much toward teaching 
us how to keep well and how to prolong 
healthy human life. 

Cancer is among the leading causes 
of death. It is responsible for over 
160,000 recorded deaths a year, and 
should receive special attention. 

There is also special need for research 
on mental diseases and abnormalities. 
We have done pitifully little about 
mental illnesses. Accurate statistics are 
lacking, but there is no doubt that there 
are at least two million persons in the 
United States who are mentally ill, and 
that as many as 10 million will probably 
need hospitalization for mental illness 
for some period in the course of their 
lifetime. 

A great many of these persons would 
be helped by proper care. Mental cases 
occupy more than one half of the hos- 
pital beds, at a cost of about 5 million 
dollars per year—practically all of it 
coming out of taxpayers’ money. Each 
year there are 125,000 new mental cases 
admitted to instiutions. 

We need more mental-disease hospi- 
tals, more out-patient clinics. We need 
more services for early diagnosis, and 
especially we need much more research 
to learn how to prevent mental break- 
down. 


It is clear that we have not done 
enough in peacetime for medical re- 
search and education in view of our 
enormous resources and our national 
interest in health progress. The money 
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invested in research pays enormous divi- 
dends. If anyone doubts this, let him 
think of penicillin, plasma, D.D.T. pow- 
der, and new rehabilitation technics. 

4. The fourth problem has to do with 
the high cost of individual medical care. 
The principal reason why people do not 
receive the care they need is that they 
cannot afford to pay for it on an indi- 
vidual basis at the time they need it. 
This is true not only for needy persons. 
It is also true for a large proportion of 
normally self-supporting persons. 

In the aggregate, all health services— 
from public health agencies, physicians, 
hospitals, dentists, nurses and labora- 
tories—absorb only about 4 per cent of 
the national income. We can afford to 
spend more for health. 

But 4 per cent is only an average. It 
is cold comfort in individual cases. In- 
dividual families pay their individual 
costs, and not average costs. They may 
be hit by sickness that calls for many 
times the average cost—in extreme cases 
for more than their annual income. 
When this happens they may come face 
to face with economic disaster. 

For some persons with very low in- 
come or no income at all we now use 
taxpayers’ money in the form of free 
services, free clinics, and public hospi- 
tals. Tax-supported free medical care 
for needy persons, however, is insuffi- 
cient in most of our cities and in nearly 
all of our rural areas. This deficiency 
cannot be met by private charity or the 
kindness of individual physicians. 

5. The fifth problem has to do with 
loss of earnings when sickness strikes. 
Sickness not only brings doctor bills; it 
also cuts off income. 


On an average day, there are about 
seven million persons so disabled by 
sickness or injury that they cannot go 
about their usual tasks. Of these, about 
three and one-fourth millions are persons 
who, if they were not disabled, would 
be working or seeking employment. 
More than one-half of these disabled 
workers have already been disabled for 
six months; many of them will continue 
to be disabled for years, and some for 
the remainder of their lives. 


Every year, four or five hundred mil- 
lion working days are lost from produc- 
tive employment because of illness and 
accidént—about 40 times the number of 
days lost because of strikes, on the 
average during the 10 years before the 
war. About nine-tenths of this enormous 
loss is not covered by workmen’s com- 
pensation laws. 

These then are the five important 
problems which must be solved, if we 
hope to attain our objective of adequate 
medical care, good health, and protec- 
tion from the economic fears of sickness 
and disability. 

To meet these problems, I recommend 
that the congress adopt a comprehensive 
and modern health program for the na- 
tion, consisting of five major parts— 
each of which contributes to all the 
others. 
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First: Construction of Hospital and 
Related Facilities. 

The federal government should pro- 
vide financial and other assistance for 
the construction of needed hospitals, 
health centers and other medical, health, 
and rehabilitation facilities. 

In carrying out this program, there 
should be a clear division of responsi- 
bilities between the states and the fed- 
eral government. 

With the help of federal funds, it 
should be possible to meet deficiencies 
in hospital and health facilities. Federal 
financial aid should be available not culy 
to build new facilities where needed, but 
also to enlarge or modernize those we 
now have. 

The states, localities and the federal 
government should share in the financial 
responsibilities. The federal government 
should not construct or operate these 
hospitals. It should, however, lay down 
minimum national standards for con- 
struction and operation, and should make 
sure that federal funds are allocated to 
those areas and projects where federal 
aid is needed most. 

The general policy of federal-state 
partnership which has done so much to 
provide the magnificent highways of the 
United States can be adapted to the con- 
struction of hospitals in the communities 
which need them. 

Second: Expansion of Public Health, 
Maternal and Child Health Services. 

Our programs for public health and 
related services should be enlarged and 
strengthened. The present federal-state 
cooperative health programs deal with 
general public health work, tuberculosis 
and venereal disease control, maternal 
and child health services, and services 
for crippled children. 

No area in the nation should con- 
tinue to be without the services of a 
full-time health officer and other essen- 
tial personnel. No area should be with- 
out essential public health services or 
sanitation facilities. No area should be 
without community health services such 
as maternal and child health care. 


Hospitals, clinics and health centers 
must be built to meet the needs of the 
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total population, and must make ade- 
quate provision for the safe birth of 
every baby, and for the health protection 
of infants and children. 

The federal government should co- 
operate by more general grants to the 
states than are provided under present 
laws for public health services and for 
maternal and child health care. 

The program should continue to be 
partly financed by the states themselves, 
and should be administered by the states. 
Federal grants should be in proportion 
to state and local expenditures. 

The health of American children, like 
their education, should be recognized as 
a definite public responsibility. 

In the conquest of many diseases pre- 
vention is even more important than 
cure. 

The well-rounded national health pro- 
gram should include systematic and 
wide-spread health and physical educa- 
tion and examinations, beginning with 
the youngest children and extending into 
community organizations. 

Of course, federal aid for community 
health services — for general public 
health and for mothers and children— 
should complement and not duplicate 
prepaid medical services for individuals, 
proposed by the fourth recommendation 
of this message. 

Third: Medical Education and Re- 
search, 

The federal government should under- 
take a broad program to strengthen 
professional education in medical and 
related fields, and to encourage and 
support medical research. 

Professional education should be 
strengthened where necessary through 
federal grants-in-aid to public and to 
nonprofit private institutions. Medical 
research, also, should be encouraged and 
supported in the federal agencies and 
by grants-in-aid to public and nonprofit 
private agencies. 

Federal aid to promote and support 
research in medicine, public health, and 
allied fields is an essential part of a 
general research program to be admin- 
istered by a central federal research 
agency. Federal aid for medical research 
and education is also an essential part 
of any national health program. Co- 
ordination of the two programs is ob- 
viously necessary to assure efficient use 
of federal funds. Legislation covering 
medical research in a national health 
program should provide for such co- 
ordination. 

In my message to congress of Sept. 
6, 1945, I made various recommendations 
for a general federal research program. 
Medical research — dealing with the 
broad fields of physical and mental ill- 
nesses—should be made effective in part 
through that general program and in 
Part through specific provisions within 
the scope of a national health program. 

Fourth: Prepayment of Medical Costs. 

Everyone should have ready access to 
all necessary medical, hospital, and re- 
lated services. 
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I recommend solving the basic prob- 
lem by distributing the costs through 
expansion of our existing compulsory 
social insurance system. This is not so- 
cialized medicine. 

Everyone who carries fire insurance 
knows how the law of averages is made 
to work so as to spread the risk, and 
to benefit the insured who actually suf- 
fer the loss. If instead of the costs 
of sickness being paid only by those who 
get sick, all the people—sick and well— 
were required to pay premiums into an 
insurance fund, the pool of funds thus 
created would enable all who do fall sick 
to be adequately served without over- 
burdening anyone. That is the principle 
upon which all forms of insurance are 
based. 


During the last 15 years hospital 
insurance plans have taught many Amer- 
icans this magic of averages. Voluntary 
health insurance plans have been expand- 
ing. Only about 3 or 4 per cent of our 
population now have insurance providing 
comprehensive medical care. 


A system of required prepayment 
would not only spread the costs of medi- 
cal care, it would also prevent much 
serious disease. Since medical bills would 
be paid by the insurance fund, doctors 
would more often be consulted when the 
first signs of disease occur instead of 
when the disease has become serious. 

Such a system of prepayment should 
cover medical, hospital, nursing, and lab- 
oratory services. It should also cover 
dental care—as fully and for as many 
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of the population as the available pro- 
fessional personnel and the financial re- 
sources of the system permit. 

Medical services are personal. There- 
fore the nation-wide system must be 
highly decentralized in administration. 
The local administrative unit must be 
the keystone of the system. 

Subject to national standards, methods 
and rates of paying doctors and hospi- 
tals should be adjusted locally. All such 
rates for doctors should be adequate, 
and should be appropriately adjusted 
upward for those who are qualified spe- 
cialists. 

People should remain free to choose 
their own physicians and hospitals. The 
legal requirement on the population to 
contribute involves no compulsion over 
the doctor’s freedom to decide what 
services his patient needs. 

People will remain free to obtain and 
pay for medical service outside of the 
health insurance system if they desire, 
even though they are members of the 
system; just as they are free to send 
their children to private instead of pub- 
lic schools, although they must pay 
taxes for public schools. 

Likewise physicians should remain 
free to accept or reject patients. They 
must be allowed to decide for themselves 
whether they wish to participate in the 
health insurance system full time, part 
time, or not at all. Physicians must be 
permitted to be represented through or- 
ganizations of their own choosing, and 
to decide whether to carry on in indi- 
vidual practice or to join with other 
doctors in group practice in hospitals 
or in clinics. 
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standards of quality should be entitled 
to furnish services under the insurance 
system and to be reimbursed for them. 

Voluntary cooperative organizations 
concerned with paying doctors, hospitals 
or others for health services, but not 
providing services directly, should be en- 
titled to participate if they can contribute 
to the efficiency and economy of the 
system. 

None of this is really new. The Amer- 
ican people are the most insurance- 
minded people in the world. They will 
not be frightened off from health insur- 
ance because some people have misnamed 
it socialized medicine. 

I repeat—what I am recommending is 
not socialized medicine. 

Socialized medicine means that all doc- 
tors work as employes of government. 
The American people want no such sys- 
tem. No such system is here proposed. 

Under the plan I suggest, our people 
would continue to get médical and hospi- 
tal services just as they do now—on the 
basis of their own voluntary decisions 
and choices. Our doctors and hospitals 
would continue to deal with disease with 
the same professional freedom as now. 

I am in favor of the broadest possible 
coverage for this insurance system. I 
believe that all persons who work for a 
living and their dependents should be 
covered under such an insurance plan. 
In addition, needy persons and other 
groups should be cevered through ap- 
propriate premiums paid for them by 
public agencies. 

Increased federal funds should also 
be made available by the Congress under 
the public assistance programs to re- 
imburse the states for part of such 
premiums, as well as for direct expendi- 
tures made by the states in paying for 
medical services provided by doctors, 


hospitals and other agencies to needy | 


persons. 


Premiums for present social insurance | 
benefits are calculated on the first $3,000 | 
of earnings in a year. It might be well | 


to have all such premiums, including 
those for health, calculated on a some- 
what higher amount such as $3,600. 
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A broad program of prepayment for 
medical care would need total amounts 
approximately equal to 4 per cent of 
such earnings. The people of the United 
States have been spending, on the aver- 
age, nearly this percentage of their 
incomes for sickness care. How much of 
the total fund should come from the 
insurance premiums and how much from 
general revenues is a matter for the Con- 
gress to decide. 

The plan which I have suggested 
would be sufficient to pay most doctors 
more than the best they have received 
in peacetime years. The payments of 
the doctors’ bills would be guaranteed, 
and the doctors would be spared the 
annoyance and uncertainty of collecting 
fees from individual patients. The same 
assurance would apply to hospitals, dent- 
ists, and nurses for the services they 
render. 

Federal aid in the construction of hos- 
pitals will be futile unless there is current 
purchasing power so that people can use 
these hospitals. Doctors cannot be drawn 
to sections which need them without 
some assurance that they can make a 
living. Only a nationwide spreading of 
sickness costs can supply such sections 
with sure and sufficient purchasing power 
to maintain enough physicians and hos- 
pitals. 

We are a rich nation and can afford 
many things. But ill-health which can 
be prevented or cured is one thing we 
cannot afford. 

Fifth: Protection Against Loss of 
Wages from Sickness and Disability. 

What I have discussed heretofore has 
been a program for improving and 
spreading the health services and facili- 
ties of the nation, and providing an 
efficient and less burdensome system of 
paying for them. 

But no matter what we do, sickness 
will of course come to many. Sickness 
brings with it loss of wages. Therefore, 
as a fifth element of a comprehensive 
health program, the workers of the na- 
tion and their families should be pro- 
tected against loss of earnings because 
of illness. A comprehensive health pro- 
gram must include the payment of 
benefits to replace at least part of the 
earnings that are lost during the period 
of sickness and long-term disability. This 
protection can be readily and conven- 
iently provided through expansion of 
our present social insurance system, with 
appropriate adjustment of premiums. 

Insurance against loss of wages from 
sickness and disability deals with cash 
benefits, rather than with services. It 
has to be coordinated with the other 
cash benefits under existing social insur- 
ance systems. Such coordination should be 
effected when other social security meas- 
ures are re-examined. I shall bring this 
subject again to the attention of the 
Congress in a separate message on social 
security. 

I strongly urge that the Congress give 
careful consideration to this program of 
health legislation now. We need to do 


this especially at this time because of 
the return to civilian life of many doc- 
tors, dentists, and nurses, particularly 
young men and women. 

Appreciation of modern achievements 
in medicine and public health has created 
wide-spread demand that they be fully 
applied and universally available. By 
meeting that demand we shall strengthen 
the nation to meet future economic and 
social problems; and we shall make a 
most important contribution toward 
freedom from want in our land. 


Harry S. Truman. 
The White House, 
Nov. 19, 1945. 
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Achor, Merlin F., from Oceanside, Calif., to 
402 E. Chandler St., Brownwood, Texas 
(Released from Service) 

Ackerson, Lyle L., from Wilmot, S. Dak., to 
Portland Osteopathic Hospital, Portland, 


re. 


Agnew, Harry R., Sgt., from APO 519-A, 
New York, N. Y., to Medical Detachment, 
Camp Croft, S. C. (In Service) 

Anderson, Roger B., from Des Moines, Iowa, 
to Manning General Hospital, Manning, Iowa 

Anderson, W. Locke, from Harlowton, Mont., 
to 221-22 Whitney Trust Bldg., Sheridan, 
Wyo. 

Antry, Arthur L., from 9531 Van Horn Road, 
to 3901 Indiana Ave., Kansas City 4, Mo. 

Auten, John M., Pvt., from Camp Crowder, 
Mo., to Casual Co. 24, APO _ 11823, 
c/o Postmaster, San Francisco, Calif. (In 
Service) 

Avila, Martin A., from Los Angeles Co. 
Osteopathic Hospital, 1100 N. Mission Road, 
to 424 S. Broadway, Los Angeles 13, Calif. 

Baker, John T., 17 Ontario St., S., St. Cath- 
arines, Ont., Canada. (Released from 
Service) 

Bennett, Robert E., KC °45; Joplin General 
Hospital, 521 W. Fourth St., Joplin, Mo. 
Berry, Albert E., Jr., from APO 879, New 
York, N. Y., to 605 Public Service Bldg., 
Asheville, N. C. (Released from Service) 
Beach, O. Lamson, from 8 Bishop Road, to 
15 N. Quaker Lane, West artford 7, 


Conn. 

Benteen, Harold D., from FPO, San Fran- 
cisco, Calif., to Morehead, Ky. (Released 
from Service) 

Berry, Charles S., Ph. M. 1/c, USNR, from 
Great Lakes, Ill., to USS Haven (AH12), 
Division H-4, FPO, c/o Postmaster, San 
Francisco, Calif. (In Service) 

Boyajian, J. S., from 5224 N. Figueroa St., 
to 2904 Sunset Blvd., Los Angeles 26, Calif. 

Boyle, William J., from Chicago, IIl., to 
Yakima Hospital, Yakima, Wash. 

Brink, Walter C., from Kansas City, Mo., to 
Platte City, Mo. 

Cannon, Lester T., from San Augustine, Texas, 
to Sparks Clinic & Hospital, 5003 Ross Ave., 
Dallas 6, Texas 

Carey, Edwin C., from 5001 14th St., to 
7744 Hamilton Ave., Detroit 2, Mich. 

Chambers, F. V., from 301 Masonic Bldg., to 
1801 Frederica St., Owensboro, Ky. 

Chase, Francis J., from Ogunquit, Maine, to 
2105 Independence Ave., Kansas City 1, Mo. 

Cheney, Ford A., from Salt Lake City, Utah, 
to Box 451, Route 1, Orem, Utah 

Chiles, Bert H., from Maywood, Calif., to 
6907 Eastern Ave., Bell Gardens, Calif. 

Church, George R., from Toronto, Ont., 
Canada, to 2 Simcoe St., Barrie, Ont., 
Canada (Released from Service) 

Clapperton, James S., Pfc., from APO 11655, 
New York, N. Y., to 142nd General Hospital, 
APO 465, c/o Postmaster, New York, N. Y. 
(In Service) 


Claus, Anton H., from FPO, New York, N. Y., 
to 731 Vernon Road, Philadelphia 19, Pa. 
(Released from Service) 

Conover, Roberta H., from Long Beach 2, 
Cm to 31 E. Phil-Ellena St., Philadelphia 
19, Pa. 

Corbett, H. Raymond, from Kellyville, Okla., 
to Box 1, Wells, Maine 

Craner, Idella Grimes, from 500 Jackson St., 
to 947 N. Los Robles Ave., Pasadena 6, 
Calif. 

Cyman, Frank T., from Georgetown, Del., to 
2940 Caniff Ave., Hambramck 12, Mich. 
(Released from Service) 

Deiter, Oswald B., from G. P. O., London, 
England, to 2 Dunraven St., Park Lane, 
London, W. 1, England (Released from 
Service) 

Dilworth, Donald R., from Long Beach 6, 
Calif., to 98 Linden Lane, Princeton, N. J. 

Drew, John W., from Philadelphia, Pa., to 
3009 Purdue St., Dallas 5, Texas (Released 
from Service) 

rt Lloyd A., KC °45; Gauley Bridge, 
W. Va. 

Edmund, W. S., from Montgomery Co. Natl. 
Bank Bldg., to 621 Third St., Red Oak, 
lowa 

Edwards, Norman C., from 3115 S. Grand 
Bivd., to 209 Melba Theatre Bidg., 3608a 
S. Grand Blvd., St. Louis 18, Mo. 

Egleston, William H., from Sheldon, Mo., to 
Poteau, Okla. 

Elbert, J. Wesley, from Hillsdale, N. J., to 
Bank Bidg., Box 15, Petersburg, Ind. 

Emmerson, Richard, from Regiment of the 
Canadian Army, to Art Centre Hospital, 
5435 Woodward Ave., Detroit 2, Mich. (Re- 
leased from Service) 

Fairbanks, D. Webster, Pharm. (HC) N R, 
from FPO, San Francisco, to S. O. Q. 119, 
U. S. N. Hospital, Mare Island, Calif. (In 
Service) 

Foley, Howard P., from 1922 El Cajon Blvd., 
to 2859 Nutmeg, San Diego 4, Calif. 

Forbes, Olwen E., from Norristown, Pa., to 
315 Providence Road, Media, Pa. 

Glass, Oscar R., from 1429 E. McMillan St., 
to 1098 Delta Ave., Cincinnati 8, Ohio 


Godtel, Russell, from Comanche, Okla., to | 


Oklahoma Hospital, Ardmore, Okla. 

Gould, Bernard S., from Kansas City, Mo., 
to Smithville, Mo. 

Graham, John P., from Grove City, Pa., to 
312 Walker Ave., Butler, Pa. 

Graham, Mark W., 234 W. Pine St., Grove 
City, Pa. (Released from Service) 

Grasska, William J., CCO 45; 89-09 85th St., 
Woodhaven 21, N. Y. 

Gregory, .. R. from 22 S. Main St., to 
34 W. Ferdinand St., Manheim, Pa. 

Gregware, Paul A., from Bath, Maine, to 
1 Mitchell Road, South Portland 7, Maine 

Grinnell, Leonard J., from Rockwall, Texas, 
to 201 S. Main St., Leslie, Mich. 

Hamilton, Gordon L., from Denver, Colo., to 
10-12 Hoskins Block, Bismarck, N. Dak. 
(Released from Service) 

Hankins, Lillie F., from 708 Post Bldg.. to 
174 N. Washington Ave., Battle Creek, Mich. 


(Continued on page 66) 
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Hawes, Charles M., from Dallas, Texas, to 
221% W. Main St. .» Denison, Texas 

Hawk, Fred E., from Hinton, Okla., to Geary, 
Okia. 

Haydock, jhe S., T/3, from APO 90, New 
©. A 562, c/o Postmaster, 
New "york. Service) 

Haynes, Harvey L., from Yerington, Nev., to 
3118 Paseo Blvd., Kansas City 3, Mo 

Hebard, Kenneth G., from Venice, Calif., to 
1327 Fifth St., Santa Monica, Calif. 

Heibel, F. B., from 316 Prospect Ave., to 
406 Towa St. .» Lowa Falls, lowa 

Hemmer, Charles A., from Manning, S. C., to 
2122 Lansdowne ‘Ave., Darby, Pa. 

Hewetson, T. A., from Caledonia, Ohio, to 
1452 W. Fifth’ Ave., Columbus 8, oo 

Hilton, Spencer C., Ph. M. 1/c, from 'U. N. 
Receiving Station, Norfolk, Va., to 26 — 
field Ave., Bristol, R. 1. Cin Service) 

Hobson, Herbert M., from Glendale 6, Calif., 
to 3201 Winchester Ave., Los Angeles 32, 
Calif. 

Mgnesveqee, C. Dwight, from Sand Springs, 

, to Box 148, Jenks, Okla. 

Abie W. KC Detroit Osteopathic 
Hospital, 188 Highland * Ave., Highland Park 
3, Mic 

Jarrett, Thomas E., from Middletown, Ohio, to 
325 W. Second St. ., Dayton 2, Ohio 

Kerr, Harold E., from Chicago 15, Ill, to 
208 E. Wisconsin Ave., Milwaukee 2, Wis. 

Knowlton, be R., from Old Natl. Bank 
Bldg., to 205% N. Lincoln St., Beaver Dam, 


Wis. 
Kechman, Sidney, from 48th and _ ce Sts., 
= E. Allegheny, Ave., iladelphia 


Mag “Mildred W., from Great Lakes, IIL, 
to 3524 Oak Ridge Drive, Joplin, Mo. (Re. 


leased from Service) 

Larkin, J. Walter, from First St. and Me- 
Dowell Road, to 1508 N. Central Ave., 
Phoenix, Ariz. 

Larlee, Clifford B., from Old Town, Maine, to 


26 Fifth St., Bangor, Maine 


Larson, Herbert F., from Ione, Calif., to 
20-27 Cory Bidg., Lodi, Calif. 
Lauder, Douglas F., from Lachine, Que., 


Canada, to 41 Jackman Ave., Toronto 6, 
Ont., Canada (Released from Service) 

LeBeau, Dayle R., from 310 Jackson Bidg., 
504 Public Service Bldg., Asheville, N. e 

LeBeau, Irene V., from Asheville, San 
443 N. Main St., Hendersonville, N. C. 

Leech, John E., from 26 S. Seventh St., to 
42 N. 13th St., Allentown, Pa. 

Leonard, Paul J., from Goose Bay, Labrador, 
to 380 Lm St., Fredericton, N. B., Can- 
ada (Released from Service) 

Lewis, Mary Hiller, from Westbrook, Maine, 
to Main St., Marion, Mass. 

Lodge, John “T, H., from Windsor, Ont., 
Canada, to 10 Talbot St., W., Leamington, 
Ont., Canada 

Lovell, Lester H., from 114 Main St., to 
American Bldg., Brattleboro, Vt. 

MacDonald, Ernest R., from Bethesda, Md., 
to Cor. Harford and Joppa Roads, Towson, 
Md. (Released — ervice) 

Marston, George Des Moines 9, 
Iowa, to 520 Seate'S Clear Lake, Iowa 

Martin, William ‘432 E. Sixth St., 
to 102-03 Gokey Bldg., Jamestown, N. Y. 

Matthews, James G., from 188 Highland Ave., 
Murphy Bidg., Highland Park 3, 

ich, 

Mauthe, Milton R., ~- Seattle 1, Wash., to 
Box 176, Canby, 

McCartney, Charles from Mo., 
to 620 Bennington Ave., Kansas C 

McCornack, Mark W. from Hillside Trospieal 
1940 El Cajon Bivd., to 4531 36th St., San 
Diego 4, Calif. 

McGill, William H., from 23028 Norwood, 
Route 2, to Route 2, Box 39, Royal Oak, 

ic 

McMath, W. Paul, from 730 W. 16l1st St., to 
835 16lst St., Gardena, Calif. 

Meredith, Janet G 617 'N. Main St., Garden 
City, Kans. (Name changed from Janet E. 
Ghyselinck) 
eyers, Grace H., from 939 Metropolitan 
Bidg., to 47 S. Ninth St., Minneapolis 2, 


Minn. 

Moody, Kenneth H., Lt., from Fort Worth, 

ee to 667 Ash'and Ave., Niagara Falls, 
(In Service) 

Moon, yan W., from Great Lakes, IIl., to 
218 Franklin St., Middletown, Ohio. (Re- 
leased from Service) 

Mooney, W. T., from 1924 peostuay, to 
4460 View St., Oakland 11, Calif. 

Mutschler, O. C., from 146. Seventh Ave., 
N. E., to 305 Eighth Ave., N. E., St. Peters- 
burg, Fla 


O’Brien, Kenneth R., from Los Anqoies, Calif., 
to 604 Helm Bldg., Fresno 1, Calif. 


Orr, Thomas A., from State Mutual Hospital, 
to Okmulgee Osteopathic Hospital, 304 S. 
Grand St., Okmulgee, Okla. 


Oswald, Jesse P., from 3455 Loosmore Ave., 
to 266 Isabel St. .. Los Angeles 31, Calif. 
Peyton, Wayne G., from Alhambra, Calif., to 

3837 J St., Sacramento 16, Calif. 

Pickhardt, R. J., Jr., Ph. M. 3/c, from Oceon- 
side, Calif., to U.S.S. Rudyerd Bay C.V.E. 
81, FPO, c/o Postmaster, San Francisco, 
Calif. (In Service) 

Pierce, Vernon W., Ens., from Fort Schuyler, 
Bronx, N. Y., to "Division Officer, Separation 
Center, Terminal Island, San Pedro, Calif. 
(In Service) 

Plath, Elgar L., from DeKalb, Mo., to 512-13 
Insurance Bldg., Madison 3, is. 

Poehner, John, from Chicago, Ill., to Art 
Centre Hospital, 5435 Woodward Ave., De- 
troit 2, Mich. 

Price, Alexander, from APO 368, New fot 
N. Y., to 271 Marlton Ave., Camden, N a 
(Released from Service) 

Purcell, Coy L., Sgt., from APO 18444, San 
Francisco, to 314th General Hospital, "APO 
75, c/o Postmaster, San Francisco, Calif. 
(In Service) 

Quiros, G. F., from 1016 Locust St., “4 2105 
Independence Ave., Kansas City 1, 

Rasmusson, Roye, from Hot | ll N. 
Mex., to Doctors Hospital, Inc., 325 
Jefferson Bldg., Los Angeles 7, Calif. 

Reimer, Herbert W., from 1620 18th St., to 
525 Queen Anne "Ave., Seattle 9, — 

Reincke, C. H., from 608 Shukert Bldg., to 
7045 Chestnut * Kansas City 5, 

Remmetter, Leo J., Capt., from APO 34, aw 
York, N. Y., to 2115 Broadway, Springfield, 
Ohio (In Service) 

Reynolds, W. O., from Moffett Field, Calif., 
to 205 E. Jefferson St., Kirksville, Mo. 
(Released from Service) 

Richardson, Martyn E., from Bangor, Maine, 
to Osteopathic Hospital of aine, 335 
Brighton Ave., Portland 4, Maine 

Riedell, Edwin H., from 239 N. Greenleaf, to 
111 E. Philadelphia, Whittier, Calif. 

Ritter, R. from Detroit, 


2. Ave., Miami 

Rupert, John "45; 1020 
airmont, W. 

Rydell, H. K., from 412-14 Kresge Bldg., to 


4374 Dart Ave., Minneapolis 10, Minn. 

Salkind, Leopold, from Phillipsburg, N. J., to 
618 S. 3rd St., Philadelphia 47, Pa. 

Saylor, Leon G., from 117 Valley St., to 
40 Chestnut St., Lewistown, Pa. 

Schildberg, A. O., from Three Rivers, Mich., 
to 1319 Washington Ave., Portland 5, Maine 

Schmidt, Ida C., from 7220 Ogontz Ave., to 
7516 Ogontz Ave., Philadelphia 38, Pa. 

Schoch, Billy G., from Fort Sam Houston, 
Texas, to 3707 Broadway, San Antonio 2, 
Texas (Released from Service) 

Shaffer, Frank W., from 141% S. Santa Fe 
St., to 412 Natl. Bank of “America Bldg., 
Salina, Kans. 

Sharp, Charles E., from Tacoma, Wash., to 
103 Etta St., Hot Springs Natl. Park, Ark., 
(Released from Service) 

Sharp, Richard M., from FPO, San Francisco, 
Calif., to Box 763, Kingsport, Tenn. (Re- 
leased from Service) 

Sharp, T. Robert, from Hustisford, Wis., to 
Reeseville, Wis. 

Siehl, Paul W., from Paw Paw, W. Va., to 

2132 W. Third St., Dayton 7, Ohio 

Sui, Emil, from Baltimore, Md., to Spartan- 
urg, S. 

Smith, H. 9 Jr., from Chicago 15, IIL, to 
Lamb Memorial Hospital, 1560 Humboldt St. so 
Denver 6, Co 

Smith, Norman *e., from Charles Town, W. 
Va., to 203 S. Potomac St., Waynesboro, Pa. 

Snyder, a, from Brookiyn 16, N. Y., to 
5006 D St., Philadelphia 20, Pa. 

Soper, Gon e R., from Amarillo, Texas, to 
209% E py | Ave., Ponca City, Okla. 
Spivey, Henry A a from Dallas, Texas, to 

221% ain St., Denison, Texas 

Stickney, Frank D., from FPO, San Francisco, 
Calif., to 730 Hawthorne Ave., Royal Oak, 
Mich. (Released from Service) 

Stokes, Ralph M., Jr., from Harhorview Apts., 
to 604 High St, Portsmouth, Va. 

Titcomb, William R., KC "45; ‘Osteopathic 
Hospital of Kansas City, 926 E. lith St., 
Kansas City 6, 2 

Topping, Brewster E , from Clinton, N. J., to 
Whitehouse, N. 

Trimble, Foy, Capt., U.S.N. R., from St. Joseph, 

0, to ‘Arlington Annex, Navy Dept., 
Washington, D. C. (In Service) 

Varnum, Alden C., from Teaneck, N. ii to 
Stone Memorial Hospital, Carthage. fo. 
Verbrugghe, George H., from APO 375, New 
York, N. Y., to 1843 Lancaster, Grosse 
Pointe Woods 30, Mich. (Released from 

Service) 


TO ADVERTISERS 


Wakelin, Walter E., from 4025 N. Figueroa 

on 4028 N. Figueroa St., Los Angeies 31, 
alif. 

Wascher, Richard L., from Britton, Mich., to 
2015 Santa Rosa St., San Antonio 7, Texas 

Waterbury, Carl, from Des Moines, Iowa, to 
Manning General Hospital, Manning, lowa 

Webb, Murphy, from Granbury, Texas, to 
De Leon Clinical Hospital, De Leon, Texas 

Westwood, A. H., from laxton, Ga., to Glenn- 
ville, Ga. 

Wettlaufer, R. H., from Canadian Army Ove, 
seas, to 508 Bank of Commerce Chambers, 


Hamilton, Ont., Canada (Released — 
Service) 
Whim, Sibley I. from St. Joseph, Mo., ‘o 


2204 E. 3ist St., Kansas City 3, Mo. 
White, Ira M., from Atton, Okla., to Hust).- 


Wis. 

Wickens, A. L., from Toronto 12, On:., 
Canada, to Detroit Osteopathic Hospital, 198 
Ave., Highland Park 3, fich. 
= Perry C., from Seattle, Wash., to 

030 S. W. 152nd St., Seahurst, Wash. 

Willecose, Dorathea M., from 1116 Great 
Plain Ave., to 1175 Great Plain Ave., Need- 
ham 92, Mass. 

Wilson, Robert E., from 517 N. Wild Olive 
ote to 108 Seabreeze Bidg., Daytona Beach, 

a 

Wininger, Vern J., from Sheridan, Mich., to 
Branner Crest, Waynesville, 

Zwissler, Chester J., C. Ph. M., from 8115 
Marquette Ave., to 8034 Manistee Ave., 
Chicago 17, Ill. (In Service) 


APPLICATIONS FOR 
MEMBERSHIP 


Arkansas 
Adkins, R. E., (Renewal) Mena 


ornia 

Ta de, + tnd Scott, 660 S. Vermont, Los 
ngel 

Shutt, V. Gladys, (Renewal) 208-210 Decker. 
oak Bldg., Palo Alto 

Smock, Anna Mary, (Renewal) 964 Ashbury 
Se. ‘San amg 

Axtell, Gage » 510 First Natl. Bldg., San 


Burton, *r. Kenneth, 1007 Fifth Ave., San 


Diego 
Stark, Harold R., 2585 Huntington Dr., San 
arino 
Lee, William Foon, (Renewal) 311 E. Mineral 
King Ave., Visalia 


Colorado 
Schoonmaker, Pearl D., (Renewal) 404 Carlton 
Bidg., Colorado Spring s 
Wilke, George C., (Renewal) 520 Empire 
Idg., Denver 2 
Graves, Kenneth L., (Renewal) Maynard 
Graves Clinic & Hosp., 1200 N. 12th, Grand 
Junction 
Connecticut 


Jordan, Louis H., (Renewal) 37 Central 
Waterbury 11 


Georgia 
{ote, Albert A., (Rerewal) Macon 
rown, R. H., (Renewal) Murrah Bildg., 
Columbus 
llinois 
Hanna, Leeta C., (Renewal) Ottawa Arthritis 
Sanitarium & Diagnostic Clinic, Ottawa 
nkin, Nelson (Renewal) 1-2-3 & 4 
Kuecks-Wilmont Bldg., Pekin 
Io 


wa 
Ketman, Ruth Evelyn, (Renewal) 1611 Arling- 
ton Ave., Des Moines 14 
Martin, James K., 1336—29th St., Des 
Moines 11 
Mann, Thomas C., (Renewal) 522% Central 
Ave., Estherville 


Skinner, ar C., Ireton 
Meyer, O fi, (Renewal) 3927 Floyd Ave., 
Sioux Cit 


i 
Yazarian, Ray Y., (Renewal) Box 573, Traer 


Kansas 
McFarland, Ray E., (Renewal) Southwestern 
Osteopathic San. & Hosp., 3244 E. Doug!as 
Ave., Wichita 8 


Kentucky 
W. Orville, (Renewal) Main 


acramento 


Maine 
Spencer S., (Renewal) North 


Vassalbo: 
Massachusetts 
Charles, (Renewal) Hotel Lenox, 
ost 
Heberle, Clement K., (Renewal) 80 Middle >t.. 
Gloucester 


(Continued on page 69) 
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. . fo add life to years rather 
than years to life,” that is 
“the basic motive for ... . better ‘ll : 
nutrition for the aging.” fg ; 


FOR PATIENTS OVER 


Good nutrition is essential to a healthy, vigorous and useful life. 
In the middle-aged and aged, faulty selection, digestion, absorp- 
tion and metabolism of foods may cause deficiencies in vitamins 
and minerals even from a diet that is supposedly adequate. 


VI-SYNERAL 


SPECIAL GROUP for Middle-Aged and Aged 


Each vitamin capsule contains: 


Thiamine (B,) 

Riboflavin (B2) 

Pyridoxine (Bg) 

Calcium Pantothenate .... 

Niacinamide 

Ascorbic Acid (C) 

Vitamin D 

Alpha Tocopherol (E) 

Vitamin B Complex factors from 50 Mg. Yeast 
The Vi-Syneral Mineral Capsule furnishes: Calcium, 
Phosphorus, Iron, lodine, Copper, Magnesium, 
Zinc, Manganese. 


Professional Samples and Literature 


1) Tuohy, E. L.: Handbook H x i i 3 
Special Vi-Syneral potencies are also available for 
PP. i INFANTS and CHILDREN « CHILDREN and ADOLESCENTS 


ADULTS * EXPECTANT and NURSING MOTHERS. 


U. S. VITAMIN CORPORATION ¢ NEW YORK 17, N. Y. 


7 
\ 
aa Vitamin A ..............5000 U.S.P. Units 
VITAMINS 
G. M., and Bortz, E.: Ann. 
int. Med. 12:964, 1939. 
| 
| 
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A Smooth Going for 1946 


The marked advance of osteopathy during the war 
years gives assurance of continued progress and 


and success. 


Gliding steadily forward with a little more effort 


will be the reward for past strenuous energy. 


In the January Issue 
A Doctor in the Infantry ® The Leading Article in 
Ice-Hockey, King of Winter 
Sports © America Is Touring 
Again ® Health Pattern for the OSTEOPATHIC MAGAZINE 
New Year © The Hard Way ® hi 

Our Convalescent Children 


is a thrilling, gripping story of osteopathy in 


Delivered in Bulk to Your Office the war, written by Captain Joseph P. Gurka, 
Annual Contract Single Order who took part in three amphibious landings, 
Under 200 Copies ........... 50 per 100 $7.00 per 100 
200 100 6.00 100 on North Africa, on Sicily, and on Northern 
_ Above rates do not include imprinting. See im- France. He tells how an osteopathic physician 
printing charges below. 
Mailed direct to list—$1.50 per 100 extra without helped to allay suffering in the din of battle, 
professional card; $2.50 per 100 extra with profes- 
sional card, Covers cost of addressing, inserting and on long forced marches, in training camps: 
postage only. 
IMPRINTING PLATE CHARGES how osteopathy finally overcame prejudice 
50 cents per 100. Minimum Original plate set-up on among officers as well as men in the line. You 
time nat . will be proud of osteopathy and Captain Gurka 
when you read, “A Doctor in the Infantry.” 
nished free. each time. 


USE ORDER BLANK 


AMERICAN OSTEOPATHIC ASSOCIATION 
139 N. Clark St., Chicago 2, Ills. 


Please send the undersigned 


naa Copies of Osteopathic Magazine, Month............ 

professional card.............. Without profes- 

sional card. 

Name If pressed for time, let Central Office do your 

pen addressing and mailing at a small additional 
2 per cent for cash on orders of 500 or more. cost. 


AMERICAN OSTEOPATHIC ASSOCIATION 
139 N. Clark St., Chicage 2, Hl. 
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me itching 


PRURITUS 
ANI 


of pruritis ani may often be relieved 
oF spastic sph sphincter" muscle 
rly ai 
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from’ being, 


YOUNG’S RECTAL DILATORS 


have been found very effective in breaki 


the impulse of rectal muscle to keep itself locked. 
your surgical house; available for patients 
sets of 4 graduated’ sizes, adult $4.75, children's set $4.50. 


F. E. YOUNG & COMPANY, 420 E. 75th St., Chicago 19, Illinois 


APPLICATIONS FOR 
MEMBERSHIP 


(Continued from page 66) 


Michigan 

Morehouse, P. R., (Renewal) 214 S. Superior 
St., Albion 

Schooley, Thomas F., (Renewal) 209 Wabeek 
Bidg., Birmingham 

Sawyer, Charles H., (Renewal) 14035 Terry 
Ave., Detroit 27 

Sayre, G. C., (Renewal) 103 E. Clinton St., 
Durand 

Shoemaker, Paul A., (Renewal) 404 Powers 
Bidg., Grand Rapids 2 

Simon, Leon F., 745 E. Eight Mile Rd., Hazel 
Park 


Strong, Bess E., (Renewal) 519 High St., 
Ionia 

Gould, Stuart M., (Renewal) Jackson Osteo- 
pathic Hosp., 121 Seymour Ave., Jackson 

Bakeman, C. W., (Renewal) Arcade Bldg., 
Midland 

Lyons, John G., Mathews Blidg., Owosso 

Beemer, William M., (Renewal) 130 Portage, 
Three Rivers 

Mississippi 
Cronan, Roy Foster, (Renewal) Leland 


Missouri 

Avery, Joe E., (Renewal) Blue Springs 

Himmler, Charles, (Renewal) 322 N. Jackson, 
Kansas City 1 

La Mance, William F., (Renewal) 114 E. 
Wood St., Brookfield 

Turner, L. P., (Renewal) 102% N. Liberty, 
Independence 

Schneider, Gladys B., (Renewal) 227 Jefferson 
St., Jefferson City 

Diem, William M., 1116 E. Armour Blvd., 
Kansas City 3 

Murray, Victor M., (Renewal) City Bank 
Bidg., Moberly 

Toon, Thomas J., 1506 Hodiamont Ave., St. 
Louis 12 


Montana 


Odom, Thomas J., (Renewal) Improvement 
Block, Red ge 


New Jersey 
Clefi, Rocco, (Renewal) 48 W. Blackwell St., 
Dover 


Gardner, George S., (Renewal) Spring Lake 
Hghts. Hosnttal, "Spring Lake Heights 


om, (Renewal) 407 Cooper St., 


‘am 

New York 
Adams, F, R., (Renewal) 24 Church St., 
Hornell 


Lanese, John S. (Renewal) 137 Centre Ave., 
New Rochelle 


Levy, M.-W., (Renewal) 52 Clarit St., 
Brooklyn 2 


(Continued on page 70) 


Your Gift Will Aid Veterans 


Because of the great need for osteopathic 
physicians, more young men and women should 
be encouraged to turn to this profession for 
training. Many veterans are seeking some voca- 
tion upon their release from service. 


Osteopathy has a place for hundreds of war 

veterans. A great many of them will take ad- 

Colors vantage of the apportunities offered them 

Green, Red and through the G.I. Bill of Rights, but as this as- 

Silver sistance does not cover the entire period of 

training including preprofessional college work 

required for an osteopathic degree, they will need additional 
funds with which to complete their education. 


Osteopathic Christmas seals for 1945, the sale of which is to 
help worthy students to complete their education in approved 
colleges of osteopathy, have just been issued by the Osteopathic 
Student Loan Fund Committee of the American Osteopathic 
Association. These seals are available in sheets of 100 for $1. 
All money received from the sale of these seals to the public and 
to osteopathic physicians and friends throughout the world is 
used to maintain the fund. The sale of the seals has been the 
principal source of income to this fund, although gifts and be- 
quests have been designated for this work. 


Your contribution will be appreciated. Seals may be purchased 
from your osteopathic physician or from the 


OSTEOPATHIC STUDENT LOAN FUND COMMITTEE 


Osteopathic Student Loan Fund Committee 
139 N. Clark St. Chicago 2, Ill. 


Please send me sheets of Student Loan Fund 


Christmas Seals for which I enclose $— 


($1.00 per sheet) 


Name 


FOR THE DIABETIC 
SUGAR-FREE SWEETS 


Flavors: Cinnamon, Licorice, Orange, Lemon, 
Lime, Peppermint, Root, Rum and utter, and 
Raspberry. Send for Literature. 


CHICAGO DIETETIC SUPPLY MOUSE 
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A.O.A. 
ember, 1945 


Drs. Edward B. Jones 


and 


Forest J. Grunigen 
609 So. Grand Ave. 
Los Angeles, Calif. 


Practice Limited to 
Urology—Dermatology—Proctology 


ARTHUR O. DUDLEY, D.O. 
Proctology 


848 East Orange Grove Ave. 
Pasadena, California 


Sycamore 3-6661 


LOS ANGELES 


MERRILL 
SANITARIUM 


Neuropsychiatric 


Downtown Office 
609 South Grand 
Avenue 


Complete Psychiatric Service 


THOMAS J. MEYERS 
M.A., D.O., F.A.C.N. 


and 
John L. Bolenbaugh, 
D.O., F.A.C.N. 


FULL facilities for the OSTEOPATHIC 
care of the insanities, addictions, neuroses 
deficiencies, epilepsies, migraines and all 
other psychiatric problems. 


234 E. Colorado St., Pasadena, Calif. 


Lee R. Borg, D.O. 
PROCTOLOGY 
“Certified by the A.O.B.P." 


1130 West Santa Barbara Ave. 


Los Angeles, California 
Axminster 7149 


Dr. Cecil D. Underwood 
Practice limited to 
DERMATOLOGY 

& 
SYPHILOLOGY 


416 West 8th Street 
Los Angeles, California 


Dr. Melvin L. Shostrand 
OSTEOPATHIC PHYSICIAN 


Strictly Manipulative 
3431 Fifth Ave. 
San Diego 3 


Calif. 


Dr. Philip A. Witt 


Division of Urology and Surgery 
of the Rocky Mountain Clinic 


1550 Lincoln 


Denver 


APPLICATIONS FOR 
MEMBERSHIP 


(Continued from page 69) 


Hyman, Gilmore, 479 Empire Blvd., Brook- 
lyn 25 
Smith, Leonard R., 157-11 San- 


(Renewal) 

ford Ave., Flushing, L. I. 

Alfred R., (Renewal) 45 Park 
ve., Mt. Vernon 

Knox, Clifford 111 W. 72nd 
St., New York 


Bears, Don ~~ (Renewal) 5 South 
Park St., Seneca Falls 


North Carolina 


Dillabough, Harvey M., (Renewal) 821 
Wachovia Bank Blidg., Winston-Salem 3 
Ohio 


Early, Emerson N., (Renewal) 1724 N. Main 
St., Dayton 5 


Curtis, Raymond H., 301 Broadway Bkig., 
Lorain 
Webster, Edwin H., (Renewal) 304 Putnam 


S., Marietta 


Maxwell N., 336 W. 
Voodland Ave., Toledo 


Julie T., 402 Paramount 
Toledo 4 


Oklahoma 


Yale Hospital, 


Palm, 


Bldg.. 


Yale 
F., (Renewal) P. O. Box 67, 


Breeden, L. C., 
Stauber, C. 
Walters 
Stohr, Everett Edgar, (Renewal) 520 E. Fifth 

St., Watonga 


Pennsylvania 

Eberly, Russell N., (Renewal) 236 W. 
St., Philadelphia 44 

Morton, 
delphia, 
delphia 39 

Silverman, William L., (Renewal) 4853 N. 
Ninth St. . Philadelphia 41 

Thompsen, Theodore G., (Renewal) 319 E. 

Market St., York 


Harvey 


Terry, 
48th 


Osteopathic Hosp. of Phila- 
and Spruce Sts.,  Phila- 


West Virginia 
Hahn, Earl C., (Renewal) 319 Second St., 
St. Marys 


Wisconsin 
Miller, George E., (Renewal) 208 E. Wisconsin 
Ave., Milwaukee 


CANADA 
Quebec 


Evans, Harryette S., (Renewal) 616 Medical 
Arts ee Montreal 25 

ba a E., (Renewal) 616 Medical 

Arts Bldg “Montreal 25 


CHICAGO COLLEGE OF 
OSTEOPATHY 


December, 1945 graduates 


Edelman, Eugene J. 
Finkelstein, Albert 
Florio, Dominick 
Green, 
Bernar 
McCarty, Robert K. 
Robert A., Jr 
George N. 


Peterson, 
Spirtos, 


(Continued on page 71) 


DISTRICT OF COLUMBIA 


Dr. Chester D. Swope 
Osteopathic Physician 


The Farragut Apts. 
Washington, D. C. 


WALTER W. MARKERT 
OSTEOPATHIC PHYSICIAN 


808 E. Las Olas Boulevard 
Fort Lauderdale, Florida 


Dr. George R. Norton 
Dr. Joseph W. Norton 


1518 East Las Olas Blvd. 
Ft. Lauderdale, Florida 


Preston Reed Hubbell, 


OSTEOPATHIC DIAGNOSIS 
& TREATMENT 
Gastro Intestinal Diseases 


1024 S. E. 2nd Court 
Fort Lauderdale, Fla. 
30 Years in Detroit, Michigan 


D.O. 


GENERAL DIAGNOSIS 


Arthur D. Becker, D.O. 


517-527 FLORIDA NATIONAL 
BANK BUILDING 
St. Petersburg 5, Florida 


REFERRED CASES ONLY Office Phone 4/33 


CARDIOLOGY 


COLORADO 


Journal A.O.A, 
December, 1945 


COLLIN BROOKE, D.O. 


PROCTOLOGIST 
Certified by A.O.8.?. 


210 Frisco Building 
906 Olive St. 
St. Louis 1 


KANSAS CITY 
Dr. Dorland DeShong 


General Osteopathic Practice 
3737-39 Main Street 
WEsport 0611 


NEW JERSEY 


BUTTON CLINIC 


Cemplete Diagnostic Service 
John C. Button, Jr., D.O 
Ward C. Slawson, D.O. 


15 Washington St., Newark 2, N. J. 


KIRKSVILLE COLLEGE OF 
OSTEOPATHY & SURGERY 
November, 1945 Graduates 


Astell, Louise 
Agresti, Amedeo 
Bragg, Charles 
Brewer, John 
Carter, Marjorie 
Clapp, Robert 
Emery, Horace 
Ewing, Robert K. 
Finzel, Arthur 
Fischer, Margaret 
Fite, Jimmy 
G leimer, Sol 
uey, O. 
Kull, Ralph’ 
Lake, Eugene 
Myers, Lewis 
Prim, Willard 
Rakow, Josephine 
Rosell, uis V. 
Scott, Ronald 
Shearer, Ernest 
Short, Owen 
Trefiletti, Sam 
Visek, August 


LASSIFIED 


FOR SALE: X-Ray, 50 m.a.; fluoroscope; 
tilting table and bucky; "cassetts; de- 
veloper tanks; Rose Diathermy; McManis 
table, Ultraviolet. Write DR. 
ALLABY, 1076 E. Colfax, Denver 3, 


FOR SALE: New Cameron  Gomteratio and 
accessories. $90.00. GE LOF: 
THUS, D.O., c/o Bowbalis. Bow- 

bells, North Dakota. 


THE SYN ACRO* GENERATOR: For the 

treatment of asthma and kindred condi- 
tions due to dysfunction of the sympa- 
thetic; and for local conditions where deep 
Hyperemia is indicated. For details, ad- 
dress the Syn Acro Company, 845 West 
End Ave., New York 25, N. Y. *registered. 


NEW MEXICO 


J. Paul Reynolds, D.O. 


Roswell Osteopathic Clinic 
and Hospital 


401 N. Lea 
Roswell, N. Mex. 
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OSTEOPATHY—THE MODERN SCHOOL OF MEDICINE 


A brief non-technical discussion of the philosophy of osteopathy, by Percy H. 
Woodall, D.O. 32 pages, well illustrated. $5.50 per 100 (6 cents each). 
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Osteopathy—-A Complete System 


of Practice 
Is the Title of Osteopathic Health No. 24 


At least once a year Osteopathic Health conveys the 
message that the doctor of osteopathy is an all- 
round physician and surgeon. Within the pages of 
this attractive little booklet is a definition of osteop- 
athy and its principles. The professional education 
of an osteopathic physician is described and the 
scope of practice outlined. 


Stre—6!/, x 3% inches, 8 pages. Fits an ordinary business envelope. 


Price—Without Envelopes.................-..... $2.75 a hundred 
Mailed Direct to List.................... 5.50 a hundred 


- THESE RATES DO NOT INCLUDE IMPRINTING 


BACK NUMBERS 
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No. 21—Child Health Examinations 

No. 22—Indigestion 

No. 23—Injury to the Knee Joint 
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INFRARED 
REFLECTOR BULB 


© Fits any 
light socket 


© Better than 
an electric 


Self- 
contained 


reflector 


No danger 
of shock 


3 Times Penetration 
of Ordinary Heat Units 


This self-contained bulb fits your 
patient’s reading lamp—and it will 
replace the burned-out element in 
your own professional lamp. Use 
it whenever heat is indicated to 
relieve congestion. When applied 
as directed, it won’t burn tissues, 
yet it penetrates deep below the 
surface where _ ordinary heat 
can’t reach. Uses only 260 watts 
to give three to five times the 
penetration of ordinary heat units. 
Six month guarantee (2,000 hour). 
Professional price $7.50. 30 day 
delivery. 


Equivalent to .55 
Phenol Coefficient 


Heat sterilisation dulls 
delicate instruments. Now 
research provides a potent 
germicidal that doesn’t dam- 
age fine steel edges. Won't 
corrode, stain or injure in- 
struments, rubber or glass 
when used as directed 
Harmless to skin and odor- 
less, too. $1.75 quart, Order 
now! 


USCO ' GERMICIDAL 


for Surgical Instruments 
& Equipment 


Ask Your Dealer, or Write 
U. S. MEDICAL SPECIALTY CO., Inc. 


223 South Sixth St. 


Minneapolis 2, Minn. 
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—SWINBURNE, “A Song of Welcome” 


To be denied the privilege of motherhood is sometimes an 
unnecessary tragedy, for the woman who wants a baby. ' 

In the absence of organic deficiencies or pathogenies, hostile 
genital secretions may apparently (in some instances) cause 
infertility merely through immobilization of human sperm. 

In such cases Nutri-Sal—-a physiologic glucose douche powder 
encourages a more favorable environment, and supplies 
metabolic stimulus for sperm motility, Clinical tests have 


he shown that in cases where pregnancy can occur, a pre-coital 


douche of Nutri-Sal will often promote fertility. 


ORTHO PHARMACEUTICAL CORP., LINDEN, NEW JERSEY 
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Answered the Roentgenologist:* 


“Frankly, we are making radiographs on pa- 
per because of its economy. The diagnostic 
quality of X-Ray paper is fully satisfactory 
for this type of work, and its economy enables 
us to use X-Rays much more freely.” 


More and more, the roentgendlogical pro- 
fession is employing paper as a radiographic 
medium. Produced by Powers X-Ray Prod- 
ucts, Inc., X-Ray paper has been in use for over 
twelve years and has been thoroughly tested 
and proved by over 3,500,000 chest X-Rays. 

Powers X-Ray Paper features good diag- 


nostic qualities and, since its cost is only a 
fraction that of older media, the use of paper 


permits the taking of more X-Rays, more eco- 
nomically. In this respect, Powers Paper has 
proved especially valuable to hospitals, sana- 
toria and other volume users of X-Rays. 


No change in equipment or techniques is 
necessary in using Powers X-Ray Paper, and 
it is now available co the profession at large 
in standard cut sheet sizes. 

We will be glad to furnish you with fur- 
ther details and arrange to make Powers 
X-Ray Paper available to you promptly. 
Please write Department J, Powers X-Ray 
Products, Inc., Glen Cove, L. L, N. Y. 


POWERS X-RAY PRODUCTS, INC. 
Glan Cove, L.9., N.Y. 


* The opinion is a consensus of answers to 
this question, given by many roent genologists, 
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RESTORE RHYTHM 


Colonic musculature that has lost the “swing” of normal 
peristaltic rhythm requires reeducation by strictly physio- 
logic means, if it is to regain independence from thera- 
peutic assistance. 

The unfortified hydrogel, Serutan, affords such a helpful 
means. The water-fixing properties of its hemicellulose con- 
‘tent impart a demulcent, unctuous character to the colonic 
contents, calculated to invoke a natural neuro- muscular 
response. Voiding without straining, eaking, “packing” or 
trauma contributes to the success of the training program, 
and encourages the restoration of rhythmic self-sufficiency. 
Available: In 4-oz. or 10-oz. packages, or in 30-oz. hospital size container. 


SERUTAN, PROFESSIONAL SERVICE DIVISION, JERSEY CITY 6, N. J. 


SERUTAN 
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